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Epilepsia Tarda* 


By Davip Rresman, M.D., and Tuomas Fitz-Hucu, Jr., A.M., 


M.D., 


Philadelphia, Pa. 


ENERALIZED convulsions oc- 
curring for the first time in 
adult life are not infrequently 
viewed as diagnostic of uremia or of 
some gross brain lesion. Such precon- 
ception, however, leads to many errors 
in diagnosis and prognosis. 
[t is our purpose to call attention 
anew to the recently somewhat neg- 
lected subject of so-called epilepsia 
tarda and to attempt an analysis based 
on our own experience and a review 
of the literature. 
concerning 


Great confusion exists 


the meaning of the term epilepsia 
tarda (senile epilepsy). Some authors 
(1) (2) (3) would restrict it to those 
cases of “idiopathic epilepsy” of later 
life which present no evidence of cere- 
bral arteriosclerosis or other organic 
disease. Others on the contrary—and 
this includes most of the modern writ- 
ers—feel that senile epilepsy is in some 
way related to disturbances of the cere- 
bral circulation incident to cerebral 
arteriosclerosis and atheroma. In sur- 
gical literature one finds “epilepsia 
tarda” designating cases of delayed 
Jacksonian convulsions due to prior 


cranial injury. Further confusion is 


*Read before the Association of Ameri- 
can Physicians, Atlantic City, N. J. May 
2 and 3, 1927. 


obvious from the statement of a wide- 


ly used medical dictionary that “‘senile 


epilepsy is senile bradycardia coming 
on in paroxysms and resulti from 
coronary sclerosis... .’ 

We would label with the term epilep- 
sia tarda those patients who exhibit re- 
current generalized epileptiform seiz- 
ures after forty years of age and who 
fail to show any sufficient etiologic fac- 
tor other than a background of circula- 
tory inadequacy, with special reference 
to periodic insufficiency of the cerebral 
circulation. 

This tentative definition commits us 
to the hypothesis that the convulsions 
of epilepsia tarda are initiated, in part 
at least, by moments of deranged cere- 
bral circulation—the pre-existing back- 
ground for which we believe is usually 
demonstrable. That there is another 
tactor—the unknown X of all the 
forms of epilepsy must be admitted. 
An approach to this unknown, we feel, 
may be made possible through a study 
of the types of epilepsia tarda in which 
a knowable factor seems to operate. 

Patients with epilepsia tarda as ob- 
served by us may be conveniently di- 
vided into groups as follows 

1. The arteriosclerotic 

2. The hypertensive group 

3. The mixed hypertensive-arte: 


sclerotic group. 
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4. The endocrine dysfunction group, 
including (a) diabetes mellitus, (b) 
dyspituitary and hypothyroid disor- 
ders. 

5. The cardiac group, including (a) 
Adams-Stokes disease, (b) aortic 
stenosis, etc. 

No cases of group five are included 
in the present report. Nor is any men- 
tion made of those allied conditions of 
transient paralysis and aphasia de- 
scribed by Osler (4), Riesman (5) 
and others. The convulsions of gen- 
eral paresis are also omitted in our 
report—although they too doubtless be- 
long to the arteriosclerotic group of 
epilepsia tarda. As may be seen from 
the following case reports the groups 
are by no means sharply defined, but 
merge one into another. 


CASE REPORTS 


Case No. I. (Arterosclerotic Type) Mrs. 
F. G—Age 69. 11/6/25—Patient was well 
until two years ago when she fell uncon- 
scious on stairs and was found in a gen- 
eralized convulsion. No cranial injury but 
arm was broken. Convulsion lasted several 
minutes; unconsciousness lasted an _ hour. 
Since then the patient has had ten attacks 
of unconsciousness with epileptiform seizures 
—three diurnal and seven nocturnal. No 
aura. She is dazed after consciousness re- 
turns and speech is thick but no residual 
paralyses have occurred. Recently she had 
two convulsions in one night. Incontinence 
of bladder and bowel in several attacks, but 
no tongue biting. Patient has had in ad- 
dition two attacks of momentary uncon- 
sciousness without convulsions. Disposition 
becoming irritable; memory impaired; out- 
bursts of causeless laughter recently. Some 
vertigo at times preceding the attacks and 
also without relation to attacks. Constipa- 


tion always. Never had juvenile convul- 
sions, 
Examination: P.88; B. P. 150/60; W. 


173. Ophthalmoscopic examination reveals 
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marked retinal angiosclerosis. Heart en- 
larged to left about 3 cm. and downward 
to 6th interspace in anterior axillary line. 
Occasional extrasystyoles. Neurologic ex- 
amination negative. Peripheral arteries 
hard. Urine: acid, 1012, no sugar, a trace 
of albumin, many pus cells, a few hyaline 
casts. 

(1) Epilepsia tarda 
Cardiac hyper- 


Summary diagnosis: 
(2) Arteriosclerosis (3) 
trophy with extrasystoles. 


Case No. II. (Arteriosclerotic Type) Mr. 
W. H., negro—Age 55. 11/12/23—For the 
past year but never before patient has had 
about twelve generalized convulsions with 
unconsciousness and tongue biting and urin- 
ary incontinence. Attacks chiefly nocturnal. 
No aura. Nothing else of significance in 
history except occasional nocturia and bleed- 
ing hemorrhoids. 


Examination: P.60 to 70; B.P. 120/70. 
Well developed negro. Marked retinal 


angiosclerosis but no demonstrable harden- 
ing of the peripheral arteries. Heart nega- 
tive except for a blowing systolic murmur 
at the mitral area. Neurologic examination 
negative. Urinalysis negative. Blood and 
spinal fluid and Wasserman negative. Blood 
urea nitrogen, blood uric acid, blood sugar— 
Blood count moderate secondary 
sinus 


all normal. 


Electrocardiogram shows 


anemia. 
bradycardia. 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Cerebral arteriosclerosis. (3) Second- 
ary anemia from hemorrhoids. (4) Systolic 


cardiac murmur. 


(Arteriosclerotic Group) 
4/20/27—For the 


Case No. III. 
—Mrs. R. P—Age 74. 
past year patient has had nocturnal convul- 
sions every few weeks with  stertorous 
breathing, swallowing movements and blad- 
der incontinence. False teeth are removed 
at night and tongue is not injured by the 
biting which occurs. No aura. Some men- 
tal irritability. Constipation for years. No 
juvenile convulsions. No epilepsy in fam- 
ily. 

Examination: Wt. 138; P. 92; B. P. 164/90. 
Peripheral arteries hard. Well marked ret- 
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inal angiosclerosis. Thyroidal adenoma. 
Heart enlarged with left border one inch 
beyond mid-clavicular line. No murmur. 
No arrhythmia. Urine: acid, 1015, albumin 
a trace, no sugar, a few hyaline and light 
granular casts. 


Summary Diagnosis: (1) Epilepsia tarda. 
(2) Arteriosclerosis. (3) Cardiac hypertro- 


phy. 


Case No. IV. (Hypertensive Type)—Mrs. 
D. C—Age 48. 11/24/26—Patient has 
known that her blood pressure was too high 
for the past eight years. In 1918 began to 
have headaches, vertigo, tinnitus and short- 
ly thereafter had her first convulsion. From 
1918 to 1924 she had repeated attacks of un- 
consciousness with generalized convulsions 
lasting from fifteen to twenty minutes and 
followed by mental dullness. Aura of “some- 
thing rising up from epigastrium.” No 
tongue biting or incontinence. Attacks all di- 
urnal. No petit mal. Has had no attacks 
for two years. No juvenile convulsions. 
Patient also complains of gaseous indir 
gestion and crying spells and constipation. 
Menopause three years ago at forty-five. 

Examination: Overweight (159); B. P. 
240/140; P. 104. Heart enlarged 2 cm. to 
left of mid-clavicular line. Area of supra- 
cardiac dullness increased. Aortic second 
sound accentuated. Tenderness over the 
gall-bladder area. Reflexes normal. No 
demonstrable arteriosclerosis. Urine: acid, 
1020, albumin trace, sugar negative, mi- 
croscopy negative. Blood urea nitrogen and 
blood sugar normal. Phenolsulphonephtha- 
lein elimination 45% in two hours. 


Summary Diagnosis: (1) Epilepsia tarda. 
(2) Hypertension. (3) Gall bladder disease. 
(4) Cardiac enlargement. Course: Patient 
has been symptomatically improved by low 
salt low protein diet together with biliary 
drainage, acidophilus milk, and the use of 
bromides and luminal and colonic irrigations. 
Last examined 1/17/27—Wt. 157; B. P. 
212/118. No more convulsions. 


Case No. V. (Mixed  Arteriosclerotic 
Hypertensive type)—Mr. E. H. Age 50. 
9/15/25—For five years has had dyspnea on 


exertion and edema of the feet. In Sep- 
tember 1923 had his first convulsion and 
had recurrent convulsions with unconscious- 
ness about once a month for the next year— 
always nocturnal and associated with tongue 
biting and bladder incontinence at times. 
Previous history includes gonorrhea and 
inflammatory rheumatism. No _ convulsions 
have occurred during the past year since his 
doctor (R. D. Anderson of Burlington, N. 
J.) began the use of luminal. 

Examination: Overweight; P. 80; B. P. 
180/100. Marked peripheral arteriosclerosis 
and retinal arteriosclerosis as well. Marked 
cardiac hypertrophy with engorged liver ex- 
tending three inches below costal border and 
a blowing systolic mitral murmur. Some 
edema of legs and feet. Prostate markedly 
enlarged and urethral stricture reported by 
urologic examiner. Urine loaded with pus. 
Blood urea nitrogen 38—reduced to 18 by 
inlying catheter. Blood Wassermann nega- 
tive. 

Summary Diagnosis: (1) Epilepsia tarda, 
(2) Arteriosclerosis and hypertension, (3) 
Cardiac hypertrophy with decompensation, 
(4) Prostatism. Course: The constant use 
of luminal in half-grain doses seems to have 
completely abolished convulsive seizures. He 
died 3/31/27 of cardiac decompensation and 
uremic (?) coma without convulsions or par- 


alyses. 


Case No. VI. (Mixed Arteriosclerotic- 
Hypertensive type)—-Mr. M. H. Age 56. 
11/7/22—Patient has had attacks of vertigo 
for the past year with occasional headache 
and palpitation. 

Examination: B. P. 196/100; P. 84; Wt. 
196. Patches of leukoplakia inside cheeks. 
Faint systolic murmur at aortic area and 
slight left-sided cardiac enlargement. Mod- 
erate edema of shins. Peripheral arteries 
moderately sclerosed. Arcus senilis present. 
Urinalysis: 1028, albumin trace, sugar neg- 
ative, microscopy negative. Blood Wasser- 
mann negative. 

12/14/22—Fell down stairs in a “dizzy 
spell.” No witness and no knowledge of 
convulsion. 1923—Had_ broncho-pneumonia. 
Blood pressure tending higher. 3/24/26— 
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While on ocean trip from Bermuda (3/14/26) 
had sudden vertigo and lapsed into uncon- 
sciousness. Eye witnesses state that he had 
a violent convulsion with bloody froth from 
mouth. Vomited on regaining consciousness. 


Examination: B. P. 210/110; Wt. 184; P. 
76. Urine as before except more casts. 
Blood urea nitrogen, uric acid, sugar, and 
creatinin normal. B. S. P. 35% elimination 
in two hours. Electrocardiogram shows 
“severe myocardial degeneration.” Opthalmo- 
scopic examination (Dr. Fewell) “marked 
angiosclerosis. No hemorrhages.” 7/16/26 
—Generalized convulsion with tongue biting 
followed by visual hallucinations which lasted 
several weeks. 9/4/26—Convulsion preceded 
by aura of vertigo and precordial distress. 
Occasional extrasystoles noted after this at- 
tack. 3/7/27—Convulsion with severe lac- 
eration of the tongue. Blood pressure 
in the attack was over 300 mm.,, 
pulse was 120 and gallop rhythm de- 
veloped with a grating systolic murmur over 
the entire heart. Patient passed sixty ounces 
of urine in the three hours following this 
attack. No sphincteric incontinence at any 
time. 4/10/27—Convulsion as above. <A 
good deal of anginoid discomfort. 


Summary Diagnosis: (1) Epilepsia tarda. 
(2) Hypertension and arteriosclerosis. (3) 
Myocarditis. 


Case No. VII. (Mixed Hypertensive— 
Arteriosclerotic-luetic). Mr. W. B. T. Age 
58. 2/2/24—For the past year patient has 
had recurrent generalized convulsions with 
unconsciousness, tongue biting and urinary 
incontinence. Most of the attacks are noc- 
turnal and are frequently preceded by aura 
of precordial distress. Has been overweight 
for many years. Was first told he had high 
blood pressure two years ago. Chancre at 
twenty-one years of age. No juvenile con- 
No epilepsy in family. 

Examination: Wt. 202; B. P. 215/115; 
P. 80. Large and obese. Eye grounds show 
marked arteriosclerosis and small patch of 
choroiditis inside both discs. Neurologic ex- 
amination negative except absent left knee 
jerk. Heart enlarged with left border at 
anterior axillary line. Rough systolic mur- 


vulsions. 
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mur at aortic area transmitted to neck 
Urine: 1020, no sugar, albumin a trace, a few 
granular casts. P. S. P. 50% in two hours. 
Blood Wassermann plus four. 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Hypertension and arteriosclerosis. (3) 
Syphilitic aortitis and cardiac hypertrophy. 
Course: Patient improved under antisyphil- 
itis treatment, dietary management and the 
use of luminal. Convulsions did not recur 
for full year when patient stopped treatment 
Last heard from in March 1927 (aet 61) 
he had suffered a right hemiplegia. 


Case No. VIII. (Endocrine Dysfunction 
type: Diabetes Insipidus). Mrs. R. S. Age 
53. 2/22/27—Patient was well until meno- 
pause at forty-six when she had vertigo and 
flushes and has not felt well since. A year 
ago she was told for the first time that she 
had high blood pressure. During the past 
month she has had two attacks of uncon- 
sciousness with jerking of the head and face 
and limbs but no tongue biting or incontin- 
ence. Attacks preceded by aura of choking 
feeling in throat and burning feeling in epi- 
gastrium and followed by dazed mentality 
for several hours. No nocturnal attacks. No 
petit mal. Ever since first attack has had 
very marked polydypsia and polyuria—pass- 
ing five to six quarts of urine in twenty-four 
hours. Has become very nervous and mem- 
ory is failing. No juvenile convulsions. 
Weighed 150 pounds at marriage and went 
up to 208 pounds a year ago. Comes of fat 
stock. 

Examination: Wt. 197; 
170/80; “Full moon face.” Lower eye lids 
puffy. Tonsils very large. Heart negative 
except for a soft systolic murmur at apex 
in recumbent posture. Abdomen adipose. 
No demonstrable arteriosclerosis. Neurol- 
ogic examination, negative except knee jerks 
greatly diminished. Urine 1006, no sugar, 
no albumin. Blood Wassermann and Kahn 
tests negative. Blood sugar: .98% (fasting). 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Diabetes insipidus. (3) Hypertension. 
(4) Heart murmur. 


P. op: 8B. P. 


Case No. IX. (Endocrine Dysfunc- 
tion type: Hypothyroidism. Arteriosclero- 
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sis). Mrs. J. M. Age 53. 12/20/21—Pa- 
tient was well except for obesity and dyspnea 
on exertion until two months ago when she 
began to have convulsions of brief general- 
ized type. Has had about fifteen such at- 
tacks in past two months. Following at- 
tacks she is confused and recently has been 
childish and forgetful. Has aura of precor- 
dial distress at times. In several of the at- 
tacks the tongue has been bitten slightly and 
the bladder has emptied incontinently. Al- 
ways constipated. 

Examination: B. P. 120/70; P. 100; Obese. 
Hair of scalp sparse and dry. Face and 
hands suggests myxedema. Opthalmoscopic 
examination (Dr. Baer) “marked retinal 
angiosclerosis with a few recent hemor- 
rhages around both discs.” Heart enlarged 
3 cm to left of mid-clavicular line. Sinus 
arrhythmia and tachycardia at times and at 
other times slow rate. Sounds muffled. 
Large umbilical hernia. Neurologic exam- 
ination negative. Repeated __urinalyses, 
blood counts, blood chemical examinations, 
blood Wassermann—all normal. Basal meta- 
bolism (during afebrile period when pulse 
rate was averaging about sixty-two) was 
minus 16%. 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Arteriosclerosis. (3) Cardiac hyper- 
trophy. (4) Hypothyroidism. Course: 
Treatment by rest in bed, low salt low caloric 
diet, and colonic irrigations together with 
bromides and thyroid extract was followed 
by a period of eleven months of marked im- 
provement. The convulsions ceased and the 
mental condition cleared up entirely. Thir- 
teen months after onset the patient had 
hemiplegia and died. 


Case No. X. (Endocrine Dysfunction 
type—Diabetes Mellitus with Hypertension 
and Arteriosclerosis). Mr. W. P. Age 50. 
11/15/26—Well until four years ago when 
he had right renal colic. Three years ago 
right nephrectomy for nephrolithiasis. Felt 
well until May 1026, when he had a 
convulsion which left him with some motor 
and visual aphasia but no other paralysis. 
Second convulsion today, 11/15/26, general- 
ized with tongue biting and followed by a 
deep sleep lasting two hours. 


Examination: Wt. 170; B. P. 250/140; P. 
60. Eye-grounds show silver wire arteries 
indenting the somewhat dilated veins. No 
cranial nerve palsies. Heart slightly en- 
larged. Rough systolic murmur at aortic 
area and marked accentuation of second 
aortic sound. Reflexes normal. No edema. 
Blood urea nitrogen—28 mgms. per 100 cc, 
blood sugar 199 mgms. per 100 cc. Urine 
loaded with pus and containing 1% of sugar 
and a heavy trace of albumin. Specific grav- 
ity 1020. Urinary tract: X-ray shows sev- 
eral small calculi left kidney. Blood Was- 
sermann negative. 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Hypertension and Cardiac hypertrophy 
and aortitis and arteriosclerosis. (3) Dia- 
betes Mellitus. (4) Nephrolithiasis. Course: 
4/4/27—Under diabetic management blood 
sugar is normal. Urine is free of sugar and 
no more convulsions have occurred but hy- 
pertension, aphasia and pyuria persist. 


Case No. XI. (Endocrine Dysfunction 
type: Diabetes Mellitus, Arteriosclerosis). 
Mrs. L. McL. Age 59. 11/2/22—Diabetes 
was discovered at the age of seventeen. 
After one year of treatment patient consid- 
ered herself cured and apparently remained 
well for the next forty years when loss of 
weight, polyuria and polydypsia recurred and 
sugar was again found in the urine (1920). 
Soon after this patient began to have attacks 
of unconsciousness with convulsions (aet 57). 

Examination: B. P. 100/70; P. 72; Wt. 95. 
Considerable emaciation. Marked peripher- 
al arteriosclerosis. Heart enlarged with left 
border an inch beyond mid-clavicular line. 
Marked edema of legs. Neurologic evi- 
dence of tabes diabetica. Urinalyses: vari- 
able amounts of sugar. Occasional ketones. 
Fasting blood sugar varies from .295 to 
.500%. Blood urea nitrogen 19 mgms. 
Wassermann negative. 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Diabetes Mellitus. (3) Arteriosclero- 
sis. (4) Cardiac hyperthrophy. Course : 
After the patient’s regime of diet and insulin 
was properly regulated she had no more con- 
vulsions until 1926 when she broke diet. At 
present (4/7/27) she is quite well with 
urine free of sugar. 
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Case No. XII. (Endocrine Dysfunction 
type—Diabetes Mellitus with Hypertension 
and Arteriosclerosis). Mrs. D. M. Age 53. 
10/3/23—Well until one year ago when pru- 
ritus vulvae and polyuria led to finding of 
sugar in urine. Had first convulsion nine 
months ago while cooking over hot stove. 
Second convulsion three weeks ago while 
ironing. Both preceded by vertigo and fol- 
lowed by heavy sleep for several hours. No 
tongue biting. No sphincteric incontinence. 
About ten days ago had a series of three 
brief convulsions without regaining con- 
sciousness between convulsions. No residual 
paralysis and no petit mal attacks but some 
loss of memory recently. Menopause six 
Two brothers died of diabetes. 


years ago. 
No epilepsy in family. 

Examination: B. P. 195/120; Wt. 175; 
Height 65 inches; P. 72. Obese. Eye- 


grounds show marked indentation of veins 
by silver wire type of arteries. Heart shows 
occasional extrasystole. Left border is 3cm. 
to left of mid-clavicular line. Rough sys- 
tolic murmur at aortic area. Urinalysis: 
Sugar 1.8%. No Ketones. Blood sugar, 
.245%. Blood urea nitrogen eighteen mgms. 
Wassermann negative. 

Summary Diagnosis: (1) Epilepsia tarda. 
(2) Diabetes Mellitus. (3) Hypertension. 
(4) Cerebral Arteriosclerosis. (5) Cardiac 
Hypertrophy. Course: 4/15/27—Patient has 
been uncooperative as regards diet. Has 
had three convulsions in past two years. 
Following the last convulsion three months 
ago developed a right hemiplegia which has 
now almost disappeared. 


Summary of the salient features of 
these twelve case-histories reveals some 
interesting facts. Five are men, seven 
are women. Nine are overweight. The 
average age at onset of convulsions is 
fifty-six years—with forty-one as the 
youngest and seventy-three as the old- 
est age of onset. Regarding the 
character of the seizures, all are of 
the recurrent, grand mal type. In two 
patients the attacks are exclusively 
nocturnal, in four exclusively diurnal. 
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Two patients exhibit, in addition to 
major fits, petit mal attacks. An aura, 
usually of precordial distress or ver- 
tigo, is noted by six patients. One case- 
history reveals an episode of status 
epilepticus. Tongue biting is men- 
tioned in five cases, sphincteric incon- 
tinence in six. The only classical fea- 
ture lacking in these convulsions is the 
initial cry. 

The grouping of our cases is as fol- 
lows: three arteriosclerotic, one hyper- 
tensive, three mixed hypertensive-ar- 
teriosclerotic (one of which is syphil- 
itic), and five belong to the endocrine 
dysfunction group. Of the latter, 
three are cases of diabetes mellitus, 
one of hypothyroidism, and one of dia- 
betes insipidus. Every case in this en- 
docrine dysfunction group has either 
hypertension or arteriosclerosis or both 
in addition. In no case is there any evi- 
dence of marked impairment of renal 
function—except in case five which 
terminated in the uremia of prostatism 
five years after the initial convulsion. 


The only underlying condition pres- 
ent in all cases is some circulatory ab- 
normality. These abnormalities are di- 
vided as follows: (1) All twelve pa- 
tients exhibit some cardiac disturbance, 
ten with definite hypertrophy and vary- 
ing degrees of myocardial degenera- 
tion and two without demonstrable hy- 
pertrophy but with well marked sys- 
tolic apical murmurs (in addition one 
of the latter shows sinus bradycardia 
in the electrocardiogram). (2) Ten of 
the twelve present definite evidence of 
arteriosclerosis as judged both by pal- 
pation and by ophthalmoscopic exam- 
ination. (3) Seven are hypertensive. 
(4) Eleven patients present two or 
more of the above factors combined. 
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Only one patient (case 8) has neither 
demonstrable cardiac hypertrophy nor 
demonstrable arteriosclerosis, but she 
has hypertension and diabetes insipi- 
dus. 


Prognostic points in our series are 
Two of the twelve pa- 
in coma five 


as follows: 
tients have died—case 5 
years after initial convulsion and case 
9g of apoplexy one year after onset. 
Eight patients are alive—averaging at 
present almost four years of life since 
onset of convulsions. Two patients 
have not been heard from. Of the 
eight known living patients, two have 
had strokes and are confirmed invalids, 
two others have such marked myocard- 
ial and hypertensive disease as to be 
totally incapacitated, while four are 
able to lead fairly normal lives. The 
longest duration of life after the initial 
convulsion is that of case 4 (of the 
hypertensive group). This patient is 
alive and well (except for a blood 
pressure of over 200) now nine years 
since her first fit and three years since 
her last one. The second best showing 
is made by one of the diabetic group 
(case 11) for whom insulin came just 
in time and who is now well seven 
years after convulsions began. 


With the facts of these case histories 
in mind let us return to a brief dis- 
cussion of our belief that moments of 
deranged cerebral circulation are re- 
sponsible in part at least for the con- 
vulsions of epilepsia tarda. Of course 
this thesis in regard to epilepsy in gen- 
eral is not original with us. Sir William 
Gowers (6) has emphasized it. Russell 
in his Goulstonian Lecture in 1909 (7) 
maintained that “the fundamental fac- 
tor underlying both the ordinary faint 
and the epileptic fit is cerebral anemia.” 
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Moon (8) presents a recent concise re- 
view of this hypothesis and reports a 
case of mitral stenosis with epilepsy at 
thirty-five. This report indicates the 
impossibility of sharply separating so- 
called idiopathic epilepsy from senile 
epilepsy. 

It is well known that sudden disturb- 
the are 

followed by 


ances of cerebral circulation 


sometimes convulsions. 
They may occur, for example, during 
the rapid aspiration of pleural effusion, 
following profuse hemorrhage from 
any cause and they have been pro- 
duced in man and animals by compres- 
sion or ligation of the carotid arteries. 
In three patients with senile epilepsy 
Naunyn (9) was able, by manual com- 
pression of the carotids, to reproduce 
typical grand mal fits. He 
able to initiate fits in a few other non- 
epileptic but definitely arteriosclerotic 
individuals, whereas carotid compres- 
sion failed to produce convulsions in a 
A recent sig- 


was also 


group of healthy adults. 
nificant and important study by Bord- 
ley and Baker (10) indicates that lo- 
calized cerebral arteriosclerosis may be 
present without clinical evidence, and 
furthermore that such arteriosclerosis 
was found in all their cases of “essen- 
tial hypertension.” Just how the group 
of endocrine dysfunction cases of sen- 
ile epilepsy might fall in line with our 
circulatory hypothesis is a little diffi- 
cult to state. Of course all of our cases 
had, in addition to diabetes mellitus or 
insipidus or hypothyroidism, some def- 
initely organic cardiac or vascular de- 
fect. We feel that the endoctrine dys- 
function factor is to be viewed chiefly 
as a cause predisposing to organic cir- 
culatory disease. The possibility, how- 
ever, of sudden circulatory changes of 
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hormonal nature (comparable to the 
convulsions of insulin shock) cannot be 
excluded. We certainly do not agree 
with the prevailing French view (11) 
which would ascribe to acidosis the 
diabetic type of epilepsy. It is interest- 
ing to note in passing that the first al- 
lusion in American literature indicating 
a recognition of the diabetic type of 
senile epilepsy is that of Dr. Phillip S. 
Roy in a discussion of this subject in 
Washington, D. C., thirty years ago. 
(12). 

Diagnosis of the several types of 
epilepsia tarda is by no _ means 
always easy. The physician who 
is called upon for an opinion either 
during or immediately following the in- 
itial convulsion certainly has many pos- 
sibilities to consider. We may mention 
the more probable causes of generalized 
convulsions of adult life at this point: 
apoplexy, hysteria, general paresis, 
eclampsia, acute yellow atrophy, men- 
ingitis, encephalitis, brain tumor, 
Adams- Stokes coronary ar- 
tery occlusion, intoxication by alco- 
hol, strychnin, belladonna, lead etc., 
sudden anemia from hemorrhage, cran- 
ial trauma, brain abscess, the various 
types of senile epilepsy, and finally 
uremia. It is the group which com- 
prises the senile epilepsies, apoplexy, 
and uremia that offers the greatest dif- 
ficulties to the diagnostician. 


disease, 


When more than one convulsion has 
occurred and an interval of compara- 
tively normal health has intervened the 
diagnosis is easier. Such a history 
points strongly to one of the forms of 
epilepsia tarda, the diagnosis of 
uremia which is usually made is seldom 
correct. The difference in prognostic 
significance is very great—a patient 
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with true uremic convulsions is as a 
rule at death’s door, a patient with 
epilepsia tarda may live for many 
years and may indeed be cured of his 
convulsions. 

It is not sufficiently appreciated that 
generalized convulsions are rare in true 
uremia. It is significant, we think, that 
Strauss (13) noted no increase in the 
incoagulable nitrogen of the blood in 
cases of so-called uremia with convul- 
sions. Agnew (14) states that ‘“‘con- 
vulsions are probably not a part of 
pure nitrogen retention.” In a more 
recent study of the syndrome of azo- 
(15) found uremic 
infrequent 


temia Feinblatt 
convulsions surprisingly 
and when they did occur they were al- 
ways terminal—in fact within an hour 
of death. We do not feel that the very 
rare condition of uremia without azo- 
temia (16) is deserving of mention in 
this discussion. It would almost seem 
that azotemia inhibits 
seizures. It follows that 
nosis of uremia in an elderly subject 
with an initial convulsion should not 
be made hastily. One of the types of 
epilepsia tarda must be borne in mind. 


epileptiform 
the diag- 


In the treatment of epilepsia tarda 
the associated and underlying patho- 
logic processes must be regulated as 
far as possible. As in idiopathic epi- 
lepsy so here the emphasis must be 
placed upon a quiet even mode of 
life with all irritation— 
both physical and mental—eliminated 
bland diet 


sources of 


as far as possible. A 
of the low salt, low protein type 
and small meals seems to us to be the 
Constipation must be 
rigidly combatted. Bromides or lumin- 
al are usually indicated. Iodides may 
be tried. Thyroid extract seems to 


most suitable. 
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have benefitted the convulsions in our 
case of hypothyroidism. Other endo- 
crine substances are recommended but 
we have not been able to convince our- 
selves of their efficacy—always except- 
ing insulin for the diabetic patients 
Digitalis and diuretics 
indicated. In emer- 


who need it. 
are sometimes 
gencies venesection has seemed helpful, 
as in one of our hypertensive cases. 
The prognosis like the treatment 
varies with the underlying conditions. 
The cerebral arteriosclerotic “epileptic” 
may live for many years, although pro- 
gressive mental deterioration is the 
rule. Sometimes paralyses follow the 
convulsions. Anglade (17) reports 
several interesting cases of this type 
which came to autopsy. One of the pa- 
tients had his first convulsion at sixty- 
three and lived to seventy-one. Ac- 
cording to Etienne and Richard (18) 
the endocrine dysfunction type (non- 
diabetic) may be cured by proper 
therapy. Our own patient 
group was “cured” of her convulsions 
but died a year later of apoplexy. The 
epileptic is always in 


of this 


hypertensive 
danger of cerebral or cardiac catas- 
trophy or terminal uremia. Anginoid 
attacks are not infrequent. One of our 
patients in this group is alive nine 
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years after her first convulsion. Theo- 
dore C. Janeway (19) states that in his 
series of 7,872 cases of hypertension 
with convulsive seizure was a 
however, 
the 


“onset 


great rarity.” In one case, 


“four intervened between 


initial uremic convulsion and death.” 


years 


This was doubtless a case of hyperten- 
tive epilepsy and not of uremia. The 
diabetic type of senile epilepsy is now 
hopeful of all 


perhaps the most 


thanks to insulin. 


SUMMARY 

(1) Twelve cases of epilepsia tarda 
are reported and a classification is sug- 
gested. 

2) A background of combined cir- 
culatory defects is demonstrable in all 
cases—indicating the probability that 
moments of deranged cerebral circula- 
tion constitute one exciting cause of the 
convulsions in these cases. 

(3) Differential 
types of epilepsia tarda is presented 


diagnosis of the 
with emphasis on their separation from 
uremia in which generalized convul- 
sions are rare and only terminal. 

{ 4 ) 
briefly presented. 
A selected bibliography is ap- 


Prognosis and treatment are 


(5S) 


pended 
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The Allergic Reaction, The Basis of 
Tuberculin Therapy* 
By F. M. Porrencer, M.D., Monrovia, California 


DIFFERENCE IN REACTION OF THE 
Non-TUBERCULOUS AND THE TU- 
BERCULOUS To TUBERCLE 
BACILLI! 


LINICAL, tuberculosis is a dis- 
ease which is usually engrafted 
upon an individual who has 
been previously infected by tubercle 
bacilli; and who, because of this fact, 
resistance to their 
If the secondary 


offers a 
growth and spread. 
implantations are not produced by too 
large numbers of bacilli, the infection 


special 


proves to be abortive or heals; or, if 
infection becomes well established, the 
resulting disease nearly always assumes 
a chronic course. That is, the tendency 
to proliferation on the part of the local 
cells exceeds the tendency to exudation 
and degeneration. 

When bacilli first implant themselves 
in the tissues of a host the numbers 
that cause the infection are usually 
small. It is well that this is true; for, 
the only defense that is transmitted to 
the organism at birth is the natural 
defense of the tissues, enhanced by 
whatever degree of specific resistance 
may have been handed down from a 
race accustomed more or less to with- 


stand tubercle bacilli. The specific al- 


*Read before the 28th Annual Meeting of 
American Therapeutic Society, Washington, 
D. C., May 14-16, 1927. 
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lergic quality of the cell is not yet pres- 
ent. This is acquired later as a result 
of the action of bacilli and bacillary 
products upon the tissue cells; conse- 
quently is not available until after the 
host has first infection. 
\n infection is essential to the produc- 


sustained an 


tion of a competent and lasting allergy; 
although dead bacilli, and possibly ba- 
cillary protein, will produce a certain 
degree of allergy. 

Tissues of the nontuberculous pos- 
sess the power of reaction to foreign 
bodies as is shown by the formation of 
tubercle. This, however, is not a spe- 
cific reaction but one called forth by all 
foreign bodies which gain access to the 
tissues. The reaction of tissues to the 
primary inoculation of tubercle bacilli 
is not unlike their reaction to bits of 
glass, stone and other foreign material. 
The resemblance of tubercle bacilli to 
foreign bodies in this particular is 
largely due to their waxy content which 
protects them from the destructive ac- 
tion of the tissues. 

A given infection with tubercle ba- 
cilli, overcome or rendered chronic by 
the host, makes him more resistant to 
future infections by stimulating his 
cells to the elaboration of a defensive 
mechanism. A defensive mechanism 
is not raised to its highest point of ef- 


ficiency at one time; but is cumulative, 
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increasing as metastases, from already 
extisting foci or from new infections 
from without are, successfully with- 
stood. This defensive mechanism or 
immunity increases with each subse- 
quent infection which the host is able 
to withstand, even though he may 
eventually be overcome by the disease. 
As clinical evidence of this immunity 
it is only necessary to cite the fact that 
while a few bacilli, becoming implant- 
ed, cause infection in one who has not 
been previously infected, millions and 
millions of bacilli may be discharged 
daily from ulcerations in the lung of 
one suffering from pulmonary tubercu- 
losis and pass over the mucous mem- 
branes of the bronchi, throat and 
mouth without producing metastases. A 
guinea-pig receiving a second inocula- 
tion of small numbers of bacilli will 
live much longer than the pig inocu- 
lated only once. Experience at the 
Saranac laboratory shows that rein- 
fected animals live at least twice as 
long as those receiving only one inocu- 
lation (1). 

The chief factor which makes adult 
tuberculosis differ from that of child- 
hood, and the essential factor in the 
successful combat of clinical tubercu- 
losis, is this defensive mechanism de- 
veloped on the part of the body cells 
as a result of the stimulation caused by 
tubercle bacilli present in infections 
prior to the implantation causing the 
clinical disease, and further stimulated 
by new implantations during its course. 


THe Nature OF THE SpeEcIFIC De- 
FENSIVE MECHANISM AGAINST 
TUBERCULOSIS 
What this specific mechanism which 
protects the body against tuberculosis 
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is cannot be answered fully; yet the 
phenomena which have been observed 
in experimental animals and in the 
clinic give some idea of its nature. We 
know many things about it and have 
learned to recognize accompanying phe- 
nomena, even though we do not fully 
understand the process. While there 
seem to be many factors at work in 
protecting the organism against tuber- 
culosis they result in two main effects: 
one, that of warding off reinfections or 
reducing their virulence; the other, 
that of healing existing foci. 

Modern trends in immunology are 
following very closely the work of 
Metchnikoff (2) in dividing protective 
elements into microphages and macro- 
phages ; and the more extended studies 
of Aschoff (3) which have caused him 
to classify all cells of the body which 
possess the particular function of 
phagocytosis, likewise that of produc- 
ing immunity and healing infections, 
as the 
which he schematically 
given in Chart I. 


sctp 
SVSTCM, 


reticulo-endothelial 
outlines as 


The cells of the tuberculous animal 
possess the power to destroy the bacilli 
or, failing this, to surround them with 
an inflammatory reaction encapsulating 
them and preventing, or at least hinder- 
ing, their spread. This is different 
from the non-inflammatory reaction 


which attends primary tubercle. ‘This 
property of inflammatory reaction 
seems to be general in the cells 


throughout the body, and only awaits 
new implantation of bacilli to manifest 
itself. It is greatest, however, in tis- 
sues adjacent to tubercle and seems to 
vary somewhat in different tissues. 

(4) 
the difference in behavior of an animal 


IXoch was the first to observe 
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toward a first infection and a reinfec- 
tion. He noted that a first injection of 
bacilli into an experimental animal was 
followed quickly by a nodule which 
soon passed away, the bacilli being 
partly screened out in the regional 
lymph glands and partly passing on to 
the general circulation to cause infec- 
tion in other organs. He observed 
further that after the animal was al- 
ready infected a second injection be- 
haved very differently. It produced a 
nodule at the site of inoculation, fol- 
lowed by an ulceration in a few days, 
which then healed, the regional lymph 
glands being only slightly or not at all 
infected. All of the elaborate studies 
of immunity in tuberculosis have cen- 
tered about this observation. 

Krause and Willis (5) and Krause 
(6) have studied the retarding ef- 
fect of this immunizing mechanism 
on invading bacilli in reinfections and 
compared it with primary infection. 
They have shown that bacilli in the 
first inoculation of an animal will 
quickly pass into the general circula- 
tion while bacilli inoculated into ani- 
mals which are already tuberculous 
pass beyond the defensive cellular bar- 
rier very slowly and only find their way 
into the general circulation after three 
or four weeks have elapsed. This is 
so important for the understanding of 
the defensive action of allergy that I 
will quote their findings : 

“rt. In normal nonimmune guinea 
pigs tubercle bacilli, inoculated intrac- 
utaneously or subcutaneously, are car- 
ried almost immediately (within an 
hour) from the portal of entry by the 
lymphatics. 

“2. Within three or four days they 


have made the circuit of the body. 
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“3. In immune (allergic) animals 
their transmission is greatly retarded. 

“4. They remain fixed at or near 
the portal of entry for about seven 
days. 

“s. They do not reach the regional 
lymph nodes (superficial inguinal and 
axillary) until two weeks after infec- 
tion. 

“6. They do not become general- 
ized to the body until three or four 
weeks after infection.” 
bacilli are engulfed 
soon as they enter 
are destroyed and 


Many invading 
by phagocytes as 
the tissues, some 
some again destroy the phagocyting 
cells (2) (3). There also may be a 
lytic action possessed by the body 
fluids of immunized animals which de- 


stroys bacilli. Kraus and Hofer (7) 
noted that bacilli injected intraperiton- 
eally into animals suffering from tuber- 
culosis show degenerative forms in 
from fifteen to thirty minutes. It 
would seem that there are both fixed 
and circulating elements in the specific 
defensive mechanism against tubercu- 
losis, but that the principal reaction is 
cellular and not humoral. 

The non-tuberculous animal injected 
with large numbers of bacilli is not 
even made ill; but the tuberculous ani- 
mal suffers a severe reaction and may 
even succumb in from 6 to 48 hours 
(Koch) (4). The same effects may be 
produced by tuberculin. Newly born 
(non-infected) children have received 
500 and 100 mgm. of tuberculin with- 
out causing any more disturbance in 
their physiologic processes than would 
be caused by so much water (Schreib- 
ers) (Schlossman) (8). In the in- 
fected child, on the other hand, a few 
milligrams would cause severe reaction, 
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and very large doses might even pro- 


duce death. 


kerecr oF Dreap Bacitiut UPon THI 


IMMUNIZING MECHANISM 


Koch (4) early observed that, when 
a subsequent infection took place in an 
animal already suffering from tubercu- 
losis, the original foci showed signs of 
inflammation followed by healing. This 
was later confirmed by many observers 
It led to the 
cure tuberculosis by inoculations of liv- 


idea of attempting to 


ing bacilli. To this end various types 
of bacilli have been tried. Many ex 
perimented with human bacilli of low 
virulence. Moeller experimented with 


certain acid-fast bacilli, particu- 
larly the timothy bacillus and the blind 
Others used the avian 


While 


were 


adder bacillus. 
favor- 

pro- 
bacilli, the 


and the turtle bacillus. 
able experimental results 


duced by living tubercle 


procedure was accompanied by too 
ereat danger to be used in the treat 
ment of human beings. 

Koch early experimented with ba- 
cilli which had been maintained at low 
] 


temperature for a long period, also 
those killed by boiling and by chemicals 


nd found that they produced effects 


similar to those caused by living bacilli. 
finding that 
killed 


by live steam, when injected intraven- 


Sternberg confirmed this, 
tubercle bacilli which had been 
ously into animals, produced the same 
pathologic changes that were caused by 
ing bacilli. Caseous tubercles formed 
which bacilli maintained their mor- 
ological characteristics for quite a 
ng time. 

also confirmed the 
bacilli 


d found a decided increase in resist- 


Lowenstein (9) 


munizing influence of dead 
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ance to subsequent injections of living 
bacilli in animals which had received 
pre us injections of dead bacilli. 
\luch experimentation on animals 
shows t small infections produced 
by living bacilli, could they be con- 
trolled, would undoubtedly be of value 


in the treatment of tuberculosis; but 
dithculties to be overcome 


» estimated and dang¢ rs 


hat ca t be controlled Likewise, 
the therapeutic employment of dead 
acilli, while efficacious, is impractic- 
ible because of their local necrotizing 
effects Nevertheless, some artificial 
means of maintaining immunity at a 
high level and of utilizing the specific 
allergic reaction in producing fibrosis 


healing tubercle, if obtainable, is 


bh] 
aesiravie 


TUBERCULIN STIMULATES SPECIFIC 


MECHANISM 


arly from 


low al 


the 


search 
and th 


Koch ¢ turned the 


the dangerous living 


necrosis producing dead bacilli to 


products generated by bacilli during 
erowth and to emulsions made from 
their bodies. He developed the various 


tuberculins which bear his name, hop- 


ing that he might find some product 
made from bacilli which, without car- 
it the disadvantages of liv- 


bacilli, 


the specific allergic reaction of the tis 


rving with 


ing or dead would still evoke 


sues, maintain immunity at a high 
level, and promote healing. He work 
ed on the theory that a remedy to be 


efficacious would have to increase the 


patient’s immunity and produce the 


same inflammatory reaction about 


tuberculous foci as 1s caused by natural 
infections or infections experimentally 


produced in the bodies of human beings 
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or animals who are already tuberculous. 
If such a remedy could be attained, by 
controling the dosage fibrosis could be 
hastened without danger of necrosis. 

There are probably many factors 
which aid the organism in overcoming 
infection such as the lymph, blood and 
other cellular elements, particularly 
those belonging to the reticuloendothel- 
ial system; and the entire immunity 
response is favored by adequate nutri- 
tion and a well-balanced state of meta- 
bolism. 
these specific allergic reactions, which 


It is perfectly evident that 


are such important factors in the heal- 
ing of tuberculosis, depend very much 
upon the maintenance of a state of 
physiologic equilibrium in the patient's 
body, as well as upon the specific bacil- 
lary stimulation itself ; in fact, the im- 
munizing response must be looked upon 
as an acquired physiologic reaction of 
This fact is evident 
from the lowering or disappearance of 
allergy which is known to occur during 
periods of lowered vitality which ac- 


the body cells. 


company pregnancy, such infections as 
measles, scarlet fever and influenza, ex- 
tensive active tuberculosis and other 


states of malnutrition and stress. 


If we accept as fact that there is a 


specific protecting mechanism whose 


function is to heal tuberculosis, then 


we must sometimes 


why it 
fails the 
whether or not it is possible to increase 


Fre- 


inquire 
to protect individual, and 
its efficacy by artificial means. 
quently the infection is widespread, or 
it may be more limited but be very ac- 
tive. In either case there is great op 
portunity for new infections to take 
place caused by large numbers of bacil- 
li, which may depress the patient's al- 
lergy and prevent a competent immun- 
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izing mechanism from being establish 
ed; or the reaction may be so severé 
as to call out the exudative instead of 
the proliferative reaction. This is onl 
another way of emphasizing the well 
recognized fact that tuberculosis should 
always be treated when the disease is 
limited in extent and inactive if best 
results are to be attained, and that ad 
vanced tuberculosis presents problems 


which are difficult to overcome. 


\We must 
necessity of the local inflammatory tis 


never lose sight of the 


sue reaction in healing. This inflam 
matory reaction represents the acquired 
specific increased activity on the part 
of the body cells which is called out to 
aid the organism in combating the ac- 
tion of bacilli and their products. It 
limits the spread of bacilli and builds 
a fibrous wall about them, without 
which the l« ly could not overcome in 
fection. It is also evident that it must 
be more efficacious where the process 
is less severe and less extensive, be- 
cause there is less opportunity for re 
infection to occur, and such as do oc 
cur are apt to be caused by fewer 
bacilli and take place at longer inter- 
vals, hence cause the proliferative type 
of reaction, which consists of a slight 
hyperemia with little or no exudation 

This allergic reaction can be bri mught 
about in experimental animals by the 
injection of either living or dead 
bacilli; and when it has disappeared o1 
is waning it can be restored by the in 
jection of either living or dead _ bacill 
ir tuberculo-protein. Immunity ca! 
be heightened and a specific inflamma 
tory reaction can be brought about 11 
the tissues surrounding tubercle by th: 
injection of preparations of bacillat 


protein which are of themselves unab! 
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histologic 


to 
This is the basis upon which 


or barely able produce 
tubercle. 


the therapeutic effectiveness of those 


tuberculins rest which do not contain 


acillary bodies. 
It must be understood that two pro- 


cesses go on 1n tubercle simultaneously 


caseation, in the center, destructive 


ne. 
in character; and, the other, fibrosis at 
the periphery, conservative in chara 
ter. ven though caseation is present 


in the center of tubercles, if the patient 
is able to put up a competent defense, 
those new infections which are pro 
duced by a few bacilli which repeatedly 
take place at the periphery are met by 
reaction which favors the production 
of fibrosis and the limiting or healing 
Only reinfection 


tuberculous foci. 


by large numbers of bacilli is serious 


livery slight allergic re 
the 


and 


or dangerous. 


action should increase patient’s 


immunizing mechanism help to 
heal foci which are the subject of the 
reaction. Not necessarily every severe 
reaction, but oft-repeated severe aller 
gic reaction has a tendency to produce 
necrosis in existing foci and favor dis- 
of The 


tuberculin, however, unlike the natural 


semination bacilli. dose of 


spreading of tuberculosis in the host, 
is under control, and there is no reason 
why a reaction of dangerous propor 


tions should ever be brought about if 


the physician understands the patho- 
logy of tuberculosis and the effect of 
tuberculin in causing the allergic reac- 
ti Therein lies the value and the 


salety of the remedy. 
\Vith our recent comprehension of 


the allergic reaction and its part in the 


] u 


re of tuberculous disease ( Potten 


10 and 11), as far as its character 


course, likewise its healing, are 
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of Tuberculin Therapy 


concerned, tuberculin should gradually 
come into its own and be recognized as 
measure for taking advantage of the 
healing properties of the allergic re- 
sponse 
While tuberculin, in which | include 
all products containing bacillary pro- 
tein, has not assumed _ the place In 
therapy that its specific action war- 
rants, ve it must be recogni ed as hay 
ny al ction ereatly desired 1 the 
eatnie ) the sluggish infiltrations 
ulcerations of tuberculosis which 
though, at first, limited in extent do 
ot heal because the necessary stimulat 
reinoculations fail to appear. The 
ethcacy of this allergy stimulating ac- 
tion of tuberculin may be best studied 
in such visible local lesions as_ those 
of the eye, larynx, lymphatic glands, 


testicle, tongue and skin, although they 


are no more convincing than the favor- 
able changes which appear in the care- 
fully observed lung 

Ocular Tul ulosis. ‘Tuberculosis 


of the eve 1s one of the most satisfac- 


torv of all tuberculosis lesion to treat. 

Hippel [12) reported in 1905 on 
240 cases of ocular tuberculosis of all 
forms treated with tuberculin and 
showed healing in 75.7 per cent and 
improvement in 17.3 per cent more. 


/ 


While this was a far greater percent- 
age of favorable results than ever had 
been produced by other methods of 
therapy, vet it was not sufficient to make 


tuberculin the remedy of choice in ocu 


lar tuberculosis because of the preju 


dice which was created against the rem- 


edyv as 


a result of its wrong employ 
trial; 


period ot 


ment during its early | 


stimulate those 
to 


nor was it sulmhcient to 


who treat tuberculosis of the eve 


familiarize themselves with its use so 
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My 


own experience in ocular tuberculosis 


as to be able to use it effectively. 


has been limited to about a dozen cases, 
and my results have been nearly all 
satisfactory. I recently saw a patient 
whom I had treated successfully for 


tuberculosis of the iris eleven years 
ago. She had no recurrence in the 
meantime. 


Larynx and Tongue. The larynx 
and tongue also present visible lesions 
which are convincing of the healing 
effects produced by tuberculin. I have 
observed hundreds of cases of tuber- 
culosis of the larynx during tuberculin 
treatment and have noted the salutary 
effect of focal reaction in its influence 
upon the healing process. 
the same in tuberculosis of the tongue 


[ have noted 


The prognosis in tuberculosis of the 
tongue and larynx is favorable, unless 
dysphagia is present to such an extent 
as to interfere with nutrition, or, an ac- 
companying pulmonary lesion is too ex- 
tensive and too active. 

and Tuberculosis of the 


Adenitis 
Glandular tuberculosis and 


Testicle. 
tuberculosis of the testicle are lesions 
that may also be watched during their 
treatment and are most convincing in 
their response. 

Pulmonary Tuberculosis. My expe- 
rience in the treatment of pulmonary 
tuberculosis now comprises several 
thousand patients, 75 per cent of whom 
were sanatorium cases and were closely 
observed. The treatment and after ob- 
servation of these patients has extend- 


Asa 
result of this experience I am con- 


ed over a period of thirty years. 


vinced that the chances of cure in pul- 
monary tuberculosis can be improved 
greatly by the administration of tuber- 
culin ; that it not only increases the pa- 


F. M. Pottenger 


tient’s chances of securing a_ healing 
but decreases his liability to a recur 
This 


expected from its property of stimu 


rence of the disease. would be 
lating the allergic reaction to continue 
building up encapsulating fibrosis, af 
ter the stimulating natural reinfection 
have ceased to take place. 


TUBERCULIN REACTION 
As has been emphasized throughout 
factor in the 


this essential 


healing of tuberculosis is the focal re 


paper, an 
action. Focal reactions produced by 
reinfection, inoculation of dead _bacill 
and tuberculo-protein are all the same 
Slight reaction produces most of its 
effect in the periphery of the tubercle, 
increasing fibrosis and favoring encap- 
sulation. Severe reaction, on the other 
hand, may involve the entire tubercu- 
lous focus and produce a severe exuda 
Natural 


tion in which only a few bacilli take 


tion with necrosis. reinfec- 
part produces a fibroid form of tuber- 
little This 


gives us the clue to the intelligent use 


culosis with exudation. 


of tuberculin. We must aim to secure 
the same effect as that produced by re- 
bacilli 


the type of reactions that are produced 


infection with few and avoid 


by reinfection with few bacilli and 
avoid the type of reactions that are 
produced by large numbers of bacilli 
(Pottenger 13). 

That tuberculin is capable of doing 
harm as well as helping cannot be gain- 


said. This is self-evident from the 


fact that it is capable of producing 


varying degrees of stimulation of the 


tuberculous focus, the same as ac- 


company reinfections with varying 


doses of bacilli, but, if the clinician is 
conversant with the action of the ret 
understands the patholo; 


edy and 
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process which he attempts to treat, taken as a measure of the specific ¢ 

danger may be avoided and only bene- ense in an infected organis1 

ficial effects may be pre duced, The allergic inflammatory reac- 
SUMMARY tion about tubercle is necessary to heal- 

1. The natural healing of tubercu- ing, and can be artificiall 

sis is brought about by stimulating a by tuberculn 

peciic immunizing mechanism, so = In the administration of tuber- 

that: (1) implantations of bacilli be culin one can at will produce focal al 

ome difficult or are prevented entirely; lergic reaction instead ot depending on 


nd, (2) the inflammatory allergic ré the 1» rd stimulatio1 f reintec- 


action is brought into play in such a_ tions; and can carry thet ter ré 

nanner as to surround tuberculous’ infections have ceased to take place, 

oci with an encapsulating wall thus produci 1 more « plete fibro 
2. The specific immunizing mech- — sis and encapsulation of the bacilli; ac 


tnoly heal hast lt] 


nism may be called out by either li cordingly healing is hasten ind the 


or dead bacilli, and when immu likelihood of relapse is diminished 
is once established it may be 11 Slight reactio1 ire neces 
eased by living or dead bacilli al he 1 Ch 1ona severe re fwons 


icillary protein (tuberculin ). 1 no harm but are usually to be 


3. The allergic reaction may be 


(; ARI I Se S Tubercul 

( logy, Pathol l 

1) ivi is,” Lea | Fel 

delphia, 1927, p. 117 2 
) M HNIKO ler 1 v7 

Infective Diseases ( } 5 


| \ | ) ( 
Kocnu, R a oy etzul ar M ( 
re ube ( Heilmittel ert 
kulose ey itsche med \\ 4 
chrift, 1891, Nr. 3 
KRAI 4. K Wu | 
Phe Disseminati ’ x 
Tubercl Bacilli afte | ( 
Remfection.” Transact N 
Tuberculosis Association, 1924 ae a‘ ; , 
Ni A. kK.: “Human Re oO 
luberculos at Var \ C 
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Congenital Hypertrophy, Involving the 


Right Side of a F 


emale Aged Six 


By E. G. WAKEFIELD, B.S., M.D., Brooklyn, N.Y. 
LURING the last decade the increase is probably due to the fact 
group of congenital anomalies that the anomaly is generally better 


which are characterized by an 


overgrowth of a single part, parts or 


the whole half of the body has _ re- 
ceived considerable space in medical 
literature. Too much has been said 
about the rarity, too many fanciful 


theories have been put forward to ex- 
plain the etiology and too little has been 
said about a differential diagnosis for 
the most of us to have a clear concep- 
tion of the anomaly and its accompany- 
ing conditions. 

The 


this is 


statement has been made that 


the rarest anomaly known to 


medicine. This statement would be 


hard to prove or disprove but it is 
thought that 


rare as the literature would lead one 


the condition is not as 


to believe. The instances of the anom- 


aly which are recorded are almost uni- 


versally of extreme degree of a sym- 


development or are accom- 


skin condition, a limp or 


metrical 
panied by a 
something which has directed atten- 


tion to the part. The literature shows 
that during the past thirty years, since 
Lablane’s report in 1897, the number 
of cases reported are two times as 
many as were reported during the sixty 
years preceding—an increase of about 
two hundred per cent. Of course the 
number of cases reported are too small 
conclusions however, the 


to draw any 
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recognized now than formally and the 


incidence is not greater. ‘The following 
case report supports the belief that 
many of these patients pass unrecog 


nized or if the anomaly is called to ow 


attention it may be dismissed with 


some such diagnosis as lymphedema. 





Hypi 


CONGENITAL RTROPHY 


CASE REporR’ 
english girl 


presentation. Labor 


aged six. S! 


The 


born by a 


patient, an 


Was 1ac¢ 


terminated spontaneously within about twel\ 


hours. Immediately after birth she cri 


and seemed perfectly normal except for tl 


swelling of the face which is inevitabl 
While the face was swollen the mothe 
noticed that the right side was the larg 
and the right arm was the longer. The at 
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nding physician assured the mother that right side of the face nothing unusual could 
e child was normal and that all the swell be felt the only difference in the two sides 
g¢ would subside in a fortnight. The swell vas the size. No suggestion of edema could 
g of the right side of the face persisted _ be elicited he heart, lungs, abdomen, geni 
d before the child was a year old she talia, peripheral and central nervou tems 
id been seen in several clinics in England. presented nothing unusua Comparative 
veryone who saw the child expressed ar n Ire { the art ‘ Ik 
inion that the asymmetry would be 
own in due time. The mother was _ re - : 
itedly told that the child was afflicted 
th lymphedema. By the time the patient « 
d reached her fourth year she had been 
n in a few clinics in the United States ~ 
the mother received the usual assurances 
it the child would out grow the asym 
try. When the mother inquired about the 
proportion in the size and length of tl 
ms no one seemed to be willing to commit 
mselves, 
The patient’s father and mother have e1 
ed periect health. She is the eightl 
ld of a family of nine children who ar Roentgen ray examination of the bones of 
ng and well. No other congenital anom the thorax, scapula, clavicles and bones of 
es had occurred in the family. the arn face showed nothing unusual 
In the past she had enjoyed unsually good here re demonstratable differences in 
ilth. Chicken-pox is the only illness thi the measurement f the bone from the 
her could recall which had incapacitated roentgen ray plates: of course. such mea 
child in the least. The growth, except surements are difficult and often inaccurate 
right side, and development have beet The right lee measured a little larger than 
rmal By the end of the first vear she the left t the difference were mall 
ld walk and speak a iew words. During t t the re col lered within the normal 
past year the patient has attended kinder limit riat No asvmmett or de 
ten and received a prize for her good b formities in 1 bones of the cranium could 
and progress. be mad { \Vasserman reaction v 
xcept tor the right side of the b 
ral physical examination showed ‘ STIOSIS | congenital 
loped and a well nourished child of al t hypertrophy the first thing to be 
vears. The right side of the face determine i< here l hypertrophy 
right arm were developed out of prt of the tarwe aide cr ic denne — 
n to the leit. The right arm appeared ; ; - 
Mee spe atrophy ot the small - side his 
nger and the right side of the thorax ' 
red the larger. Height 122 cm., wei may be very difficult at times. To 
Kg., the pulses, respirations and tempet illustrate, the late Dr. George (¢ arpen 
were normal. No differences in ten ter 2 ) sh wed a Case OT conve nital 
ure, sweating, texture of skin, growtl hypertrophy to the Society for the 
ur and nails or in the development of Study of Diseases of Children in 100¢ 
teeth could be ascertained on the tw : 


and he refused to commit himself as to 
She was alert, polite, co-operative ; : 
, rn whether the large si as V1 ro 

haved. The pupils were equal in size, large side w hypertroph 
, Sa cae. ae . 
ar in outline and reacted promptly a cu YU e small side was normal ot 


ctly. On palpation of the tissues of the atrophied when he was questioned. 
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Atrophy of the face, arm, leg or total 
hemiatrophy following anterior polio- 
myelitis, hemiplegia, nuclear lesions, 
muscular dystrophies or sympathetic 
paralysis can ordinarily be ruled out 
by the history and physical examina- 
tion. If there still remains a question 


of nerve involyment electrical reac- 
tions of the nerves to the parts may be 
invaluable. 


Congenital or acquired disease of 
the lymph drainage from the part or 
parts may be confusing.  Presistent 
hereditary edema of the legs or Muil- 
roy’s disease is an example of this type 
of affliction. In Milroy’s (3) disease 
the edema varies from day to day and 
is strictly limited to the legs. lidge- 
worth (4) described a familial edema 
which is generalized, occurs in infancy 
and is ordinarily symmetrical. ‘These 
patients die during the first few months 
of life. In 
abound and elephantiasis from filariae 


countries where filariae 
is common, this condition must be con- 
sidered. Appropriate laboratory exam- 
inations will be of much aid even in 
chronic infestations. The history and 
a period of observation should be all 
filariasis is 


that is because 


most common in adults and no asym- 


necessary 
metry has existed since birth. Instan- 
ces of the so-called “sporadic elephant- 
iasis’’ which are non-parasitic in origin 
usually follow an injury or a surgical 
operation. Here the question arises, 1S 
the case reported above an example of 
sporadic elephantiasis ? There is a his- 
tory of injury of the face during birth. 
The points in favor of this being con- 
genital hypertrophy not elephantiasis, 
lymphedema or some anomaly of the 


lymph drainage are; the asymmetry 


has maintained a normal relation dur- 
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ing the six years of growth, there ha 
never been any periodical fluctuation i1 
the size of enlarged parts, the skin 1 
normal in texture and there is no evi 
dence of thickening, there is no edem: 
and the arm on the afflicted side is th 
larger and the longer. The arm did 
not receive any injury during birth 
Iidema, which is the result of con 
genital or acquired disease or abnor 
mality of lymph drainage, begins 1 
one place and spreads from there to 
adjacent parts and frequently there is 
a daily fluctuation in the amount of 
swelling and practically always thicket 
ing of the skin. 


The rare condition known as facial 
hemiatrophy (5) which is characterized 
by a wasting of the soft tissues a1 
bones of the face may be impossibl to 
differentiate from facial hemihypet 
trophy if the process is not advanced t 
the stage that atrophy of the bones of 
the face can be shown in roentgen ray 
pictures. In this condition the asv1 
striking as_ the 


the 


metry may be most 


atrophy stops exactly in midline 


Time is the most valuable differential 
factor if the history is not reliable, for 
in the late stages of hemiatrophy thet 

are atrophic skin changes and falling } 

the hair. Other rare conditions whic! 
might be confusing are: sclerodern 
and sclerodactyle dystrophy (6). Bot! 
of these conditions are diseases of nud 


dle 


atrophic skin changes (7). 


life and are accompanied 
Congenital wryneck may be contu 
ing in patients who have reached adult 
life. All that is necessary to 
ber about wryneck is that the tilting 


remel 


the head in a fixed position during t 
period of growth will enevitably p! 


duce permanent deformity. 
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writers have included in the 


Some 


lomain of congenital hypertrophy a 
certain group of hypertrophies which 
are congenital and are associated with 
Whether these asym 


true 


tumor formation. 


inetrics should be classified as 


congenital hypertrophy no one is pre- 
pared to say in the present state of our 
knowledge. ‘To illustrate, Froelich (8) 
classified congenital hypertrophies as 


follows: simple hypertrophy, hype 


nA 


trophy resembling generalized edem: 


and the increase in size which is con 


venital and due to tumor format 
\lanyv writers have given different 
classifications. It is practically 


» issible to make hich 


is at all valuable 


a classification w 


1 


This fact 1s clearh 


illustrated by Campbell's (9) case 
vhich combined the features of Froe 
lich’s first and third classes namel 


perthrophy and increase in size du 


tumor formation. Instances < 
Recklinghausen’s disease might, if ¢ 
enital, be difficult to exclude. lHlow 


ever, instances of congenital von ke 


linghausen’s disease as report 


lfarbitz (1O) presented very little 
ymmetry. 
Congenital hypertrophy is most ¢ 
monly seen on the right side which 


\ll sorts of sl 


lesions have been described as accon 


true of anv anomaly. 


) Gi ut, A.: Hemihypertropl 
Mental Arch. Neur 
Psych., IQ21, Vi, 400 

rer, G.: A case of Hemihyper 
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Variety of Hereditary Oedema, N. \ 
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508. 


Detects. 


CARPEN 


trophy. 
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Chisehill, 


Cases ot 


Journ., 1892, lvi 


psvchiatric examinations were 
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panying the hypertrophy The skin 


isturbances are alwavs 


practically 


Ment il deficiency, 


vascular in orig 

A was first fully « sidered by 
(>re] I )} 18 present in trom 15 to 20 
er cent t the cases rep rted in which 


made. 
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The Saline Wheal Test as a Measure of The 
Blood Supply in Arterial Disturbances 
of the Extremities* 


STERN, 
Sima ad) 


WALTER G. 
Mt. 


By 


M.D. ¢ 
d St. Johi 


T IS not intention of entering 


into any polemic debate or theoreti 


1\ 


discussion as to the nature of the 


diseases I intend to discuss or the phy- 


siology of the tests | am about to ree 
ommend as reliable guides to the sut 
iencv of the circulation. 
Ihe 


commonest symptom an ortho 


paedist has to deal with 1s pain in the 
toes, feet, ankles, calves and knees 
\iter ruling out the evident cases 

flat foot and other gross deformities, 


foot strain, bone, joint and nerve dis 


eases, there remains, at least in out 


S 


experience, a large number of ca 


Whose only objective sigs of trouble 


are more or less cold, clammy, cvai 


otic feet, blanching readily on assuming 


horizontal or vertical attitude and 


quickly becoming cyanotic again on 
hanging down. This discoloration may 


take on many forms, it may be mottled, 


Interspersed with patches of local 

enna, or with a sharp line (pseudo 

tf demarcation) about the toes 
where the vamp of the shoe in 


es 


the old, such diseases commonly 


American College of 
Hospital, Cleve land, 


Presented before the 


at Mt. Sinai 


I cians, 


February 22, 1927. 


lj I () 
H 

ire 1 
irtel 

high te 


{ [ Su j } 

( and 
10-sclerosis arterio-fibrosis. 
pasm in Bright's disease and 
sion cases, atheroma due to 


ceneral arterial calcifica 


as a beginning 


tion ten seel only oO! 
in the vessels ot the le: aneurism 
wd uno}! 
In ung people there are the 
rious forms of  angio-trophosis 
(vasomotor neurosis) Raynauds dis- 
east art { obliterans, erethromelal 
1. et inning all the way from 
chilbl te spontaneous gangrene 
‘he ture nd cause of these condi 


the « all 
vinced tl 
case he 

evidence 


reside the question to be dis- 


Suffice it to say 


rTM 


of little clothing and 


the milder types Ol trouble 


humerous 
tery 


ent 


e mn thie dorsalis pedis at 


not be absent 1} abs 


is tairly easily demonstra- 
the 


cis¢ 


ous interference with 


pply of the limb; if the pulse 


it would be dith- 


S17¢ 


unbiased observer 


ince an 
while if 
alt 


lutely 


circulatory change, 


lv unaltered hough 


ht 


' sf 
ire t 


mig be abso con 


is dealing with a simiulat 


ll objective 


lac ky «a 
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Up to the present time but few good 
and practical methods of measuring the 
amount of the 
The most accurate of 


circulation have been 


devised. these 
is the calorimeter method in which a 
limb of known size and temperature is 
immersed for an arbitrary length of 
time in an adequate amount of water 
of known temperature. With suitable 
precautions against warming this water 
from the outside it can readily be de- 
ducted that the 
amount of the increase in the tempera- 


relative rate and 
ture of this water must come from the 
blood circulation in the limb and thus 
a test for the sufficiency of the circula- 
tion. 

One of the very best of the calori- 
meters is that of George Neil Stewart, 
Professor of experimental medicine at 
the W. R. U. this city, who assures us 
that the calorimeter method is so sus- 
ceptible of error from outside influ- 
ences and so delicate in its manipula- 
tion that it is only to be relied on when 
the test is performed in the physiolog 
ical laboratory and is not in any way a 
test suitable for hospital or office use. 

The hypodermic pyrometer method 
of Dr. Barney Brooks of St. Louis, de- 
pends upon the ingenious method of 
carring the proper wires into a medium 
sized hype xlermic syringe needle. After 
plunging this into the muscles of the 
limb to be tested and the normal tem- 
perature measured upon the galvono- 
meter, a tight tourniquet is applied and 
the blood flow stopped. “The limb rap 
idly looses heat and when the bottom 
been reached, the 


of the had 


tourniquet is released and in a normal 


curve 


case this is followed by an immediate 
and rapid rise of temperature to its 


former level. In the tissues of an ex- 


Walter G. Stern 


tremity in which there is impairment ¢ 


the arterial blood supply the releas 
of the tourniquet is not followed | 
an immediate and rapid rise of ten 
whicl 


perature. In disease in 


there is obstruction of the large arte: 


any 


les there is an appreciable period « 
from one to ten minutes elapsing be 
the 
and the beginning of 
the 


tween removal of the tourniquet 
the rise in ten 


test¢ 





perature of tissues to be 


In conditions of marked arterial ol 

struction the application and removal 
of a tourniquet may cause no tempera 
ture changes in the distal tissues. By 
the application of this method to the 
tissues of various levels and the dis 
tributions of main arteries it 1s possible 
to obtain valuable knowledge as to thi 
the arterial circulation « 

We used 


this method because of the inherent 


condition of 


the extremity.” have not 


accuracies of such small and delicate 
pyrometers and also because we do not 
feel justified in either making a small 
wound (not a harmless procedure 

some of these cases by any means) 01 
| 


LOng 


to apply a tourniquet (for SO 


time. ) 


The direct injection of radiopaque 


substances into the arteries at 
to observe their progress by means 
the fluoroscope does not appeal to m\ 
surgical judgment to be permissible it 
human beings suspected of having 


but 





terial diseases or obstructions, 


may well be that I am too conservati 


The oscillometer of Pachon seems | 


be a fairly reliable indicator of the pul 
sation of the artery at the level exat 
ined. Its weak points are that the 
strument is forever out of order 

usually at the most critical times, c 


not be used over or near bony points 











Saline Wheal Test in 


1 accuracy upon the patient's abil 


o lie perfectly quiet, which some o 
people with arterio-sclerotic gangrene 
We have rele- 


+ 


ited it to be a check up upon the salt 


eem to be unable to do. 


injection method and found but few 
discrepancies between them. 


out the experiments « 


\Ildrich who used intra- 


following 
\icClure and 


cutaneous salt solution injections for 


purpose of studying edemas, Dr 
\l. B. Cohen the medical statf ot 
+] 


this hospital noted that while th 


ot 
pearance, size and shape of the wheal 


was more or less constant, the 
pearance time varied in different im¢ 
and at times in different levels 


limb 


iduals, 
of the 


conceived the idea that the disappear- 


under observation 


ance time depended on the sufticien 
our 


orthopaedic department, as before said, 


of the arterial supply, and, since 
was vitally interested in this conditior 
and was checking up all the cases 

could gather, we co-operated and ex 
amined jointly or independently over 
two hundred cases, and have drawn the 
conclusion that this method is entirely 
reliable and is the most convenient and 
the 
The 


] vsiology of this test is not for a mere 


simplest guide to the sufficiency of 


rterial circulation of a limb 


orthopaedic surgeon to discuss. 


lhe test is performed as follows: 
bv means of a tuberculin syringe and a 
ot per 


cent salt solution is injected intracu 


very fine needle, 0.2 cc. O.85 


taneously. The eve of the needle 
should be visible through the outer 
] 


laver of the skin when the injection is 
made. 


base of the great toe, and similar 


The first injection is made at 


Ss are made at 4 inch intervals up 
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to the lege and thigh. The sense of 
touch is used to determine the disap- 
pearance time, as_ the asomotor 
cl es oduced by the injection 

ten render visual judgment unsatis- 

ictol Normally, sixty minutes or 
| re equires LO! the complete dis- 


ppearance or tne wheal produced by 


he injected fluid, though readings as 


w as thirty minutes at the base of 
the great toe have been considered nor- 
nal (as we have one such reading ina 

( without clinical evidence of 
iscul ciseast - but as a eeneral 
rule sixty minutes or more may be 
sidered as the normal disappear- 
nce time iF ises in which the cu 


culation Is ll paired the wheal disap- 


this, in threatened 


as quick as one to five 


\ ] 
Ve could cite many 


cases to support 


our contention and show the clinical 

value of this test. Onlv a few will be 
rdet1 

\ mal aged 36, stated that he 

left toot while driving an 

| le zer¢ weather ind was 

pita vnere the reat toe was 

nputated at the metatarsophalangeal joint, 

t three montl before he first came 

ervatio1 Chere was an un- 

¢ } Ice over the head of the 

1 bon e pulse in the dorsalis 

pe e! Va missing he foot was 

cva ind cold \ diagnosis of local 

arterial thrombosis due to frost-bite was 


mad under appropriate treatment the 
ilcer Va . I healed. 
ry eal late (December, 1925), he 
gain “troze his foot” under similar condi 
t S nd is little toe was amputated as an 
mergency. measure This stump also did 
1 t N 
¢ tl later the outer border « I 
( eprest the area of skit ur 








astaeetees oe 
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rounding the metatarsal of the little toe, be- 
came black and gangrenous, and intense pain 
and suffering followed. Under the same 
diagnosis—local arterial thrombosis from 
frost bite—an amputation just below the calf 
of the leg was proposed and was to have 
been carried out. We were unexpectedly 
called for the second time at this point. No 
oscillometer was handy. With saline solu 
tion and a hypodermic syringe, we performed 
the intracutaneous saline test on both limbs. 
The right leg showed a moderate circula- 
tory difficiency, but the left (gangrenous ) 
leg showed a disappearance time of the so 
lution, as shown in table 1. 
TABLE 1.—Disappearance time (Minutes) of 
Wheals on Left (Gangrenous) Leg. 


1. Just above area of gangrene... 5 


ee ee car ethane h ew ewe Siwas 15 
RE MEME: cic loose viek ewig nee 1s 
ee ere rr rhe rere 10 
NN MOM sci caine no mais wlp fw 20 
bE ere eer a 
ee occa cuia ra'ca gtiks =p ae 


ee errr rer re 60 plus 
A diagnosis of generalized angiotrophosis 
with thrombosis of the left popliteal artery 
was made and a thigh amputation advised. 
A mid-thigh amputation was performed. 
The flaps and muscles hardly bled at all. 
An organized clot was found in the popli- 
teal artery, and one or two of the calf mus- 
cles were found already gangrenous. There 
was only local arterial thrombosis in the 
foot; from the ankle to the popliteal space 
the arteries were patent. Later examination 
showed a blood viscosity of 6.10 (Hess). 
The real explanation of this case is 
that the man (an inveterate smoker ) 
was suffering from  angiotrophosis 
(thrombo-angiitis form) and that the 
untoward exposure to cold brought on 
a rapid deterioration of the circulation. 
Note: In December 1925 I was 
again called to see this patient. He now 
had a beginning gangrene of the right 
foot. Salt test showed almost no cir- 
culation—amputation had to be per- 
formed two weeks later to save the pa- 


tient’s life. 


Case 11. \ man, aged 51, stated that tw 
vears ago he lifted a weight of about 10 
pounds, helping with the knee of the rig! 
leg, and while pushing upward felt somethin 
give way in the left foot, on which he wi 
standing. He was soon unable to put ai 
weight on the foot, which later became di 
colored and swollen and was treated by 
competent physician for an acute strain « 
the plantar fascia. From that day on | 
could not work on account of severe pains 
the left foot and ankle; the condition wa 
much worse in winter; the feet at tim 
turned blue. Roentgen-ray examination « 
both feet was absolutely negative; the ma 
was a distinct hypopituitary type, with bilat 
eral knock knees and flat foot. He weighe 
206 pounds (93.4 Kg.) and was 5 feet 8 i 
ches (173 cm.) tall 

Physical examination was entirely nega 
tive for signs and symptoms produced by 
jury. The feet were cold, rather livid, and 
blanched easily when the legs were elevated 
to an angle of 45 degrees, and the pulses « 
both dorsalis pedis arteries were barely pal 
pable. The systolic blood pressure was 100 
diastolic, 89, and the blood viscosity, 6 
(Hess). The oscillometer showed a marked 
diminution in the swing over both ankles and 
calves; it also showed that the circulation 
the right leg was just as insufficient as that 
in the left. The intracutaneous saline te 
showed the disappearance time diminished 
both legs, as given in table 2. 

In this case, through the combination 
the viscosity and the intracutaneous tests, 
were positively able to diagnose a case 
thrombo-angiitis, which had been masque 
ading for several years under the diagnos 
f a purely traumatic condition 


TarLe I1.—Absorption Time (Minutes) 


Case 2 

Right Left 
1. Dase of great toe.... 14 13 
2. Middorsum of foot 16 15 
a a 16 14 
4. Lower Leg 25 32 
S See s«<as 36 37 
6. Upper Leg ... 60 plus 6op 
ae oe ..... 60 plus 60p! 


Showing value of a negative test. 
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Case 1/].—A man, aged 45, worked stead finding ( a marked loss in_ the 
y until three months ago, when he dropped — swing the needle on the left side and a 
heavy weight on the great right toe and _ better reading on the right, thus checking up 
actured the first phalanx. This was treat expected f ng to a nicet 
ed by rest and splints. Since the accident Pal IT] \bsorpt lime (Minutes) in 
this toot had been cold and weak, and he ast j 
could hardly walk on account of pain a R eit 
eakness in the limbs. The intracutaneous 22 I 
saline tests taken in the course of the dit 2 }> 
ferential diagnosis showed a disappearances 3 j8 ) 
time of over sixty minutes in all parts of { 31 
the thighs, leg, calf, ankle and foot, and 3 
circulatory disturbance was ruled out Phe 30 3( 
cause for his condition proved to be a begin 7 3 28 
ning lateral sclerosis 8 j 3 
Case Il In a man, aged 27, with bilatet te j2 
il thrombo-angiuitis, the right foot was ay S 
parently much worse than the left. One toc In t bsence eden th tracu 
of the right foot was ashy gray, but not taneous It lution test mple, rapid 
gangrenous. The patient had had_ typical ind accurate method of detern 1 circu 
attacks of intermittent claudication, and the latory deficiencies in the extremiti 
foot blanched on an elevation of 45 degrees 2. Sixty n r more the normal 
The intracutaneous saline test showed the disappearance time of the salt It1o1 
circulation of the left side to be more defi 3. In all instances in which clinical circu 
cient than the right, as will be seen from lator deficient exists, the d ippearance 
table 4. In order to check up the correct time is ed the area just above thi 
ness of this test, the oscillometer was used by seat Of a Gangrene (existing « threatened ), 
an intern who had no knowledge of these it is frequent is low as five minutes 





The Mitral Heart Roentgenologically* 


By Davin STEEL, M.D., Cleveland, Ohio 


N ORDER to understand the 
changes in the cardiac silhouette un- 
der pathological conditions, it 1s, 

of course, quite necessary to know the 

normal. If you will bear with me for 
just a moment we will go over briefly 
the normal outline in the various posi- 
tions. 

(On the right side in the A. 


notice usually two arches— 


P. posi- 
tion we 
the lower, larger arch being that of the 
and the upper, 

that of the ascend- 


right ventricle less 
pronounced arch 
ing portion of the aorta. In addition to 
these there can occasionally be distin- 
cuished two more. With a low dia- 
phragm, and especially in the emphy- 
sematous, there is sometimes seen a 
small outward, concave shadow running 
downward in the cardio-diaphragmatic 
This is the shadow of the in- 
The other shadow 


angle. 
ferior vena cava. 
runs upward from the aortic shadow 
parallel to the spine save in its upper 
portion where it arches outward in the 
region of the clavicle. The parallel 
portion is regularly referred to the 
superior vena cava. It is less dense 
than the aortic shadow and can be dif- 
ferentiated fluoroscopically by a dif- 
ference of pulsation. The upper arch- 
ing portion of this shadow is cast by 
the right innominate vein. 


The left side in the A. P. position 


Presented before the American College 
City Hospital, Cleveland, 


1927. 


of Physicians, 


Ohio, February 22. 
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shows four arches which from abov 


down are (1) aortic knob, (2) pulmon 


ventricle. I 


ary artery, (3) appendage of the left 
auricle and 


(4) the left 

many cases the middle two are fused 
the so-called mid-cardia 
this tl 


to form one 
Notice that 

left 
forms an incisura—occasionally, and 


shadow. below 


prominent ventricular shadow 


by far more common in children, we 
see a fifth left arch which occupies the 
This 


arch is concaved outward and is ascrib- 


left cardio-diaphragmatic angle. 


ed by Groedel to adhesions of the 
pericardium to the diaphragm. 

The right ventricle does not form a 
r posi- 
A por- 


tion can sometimes be seen through a 


part of the silhouette in the A. 
tion. It lies entirely anterior. 
large gas bubble in the stomach. 
Considerable knowledge is added by 
the first 


the oblique positions. In 


oblique position—i. e. the ray passing 
from the left posterior shoulder to the 
right anterior—quite a change takes 
place. 

We now have an anterior and pos 
terior border with a normal clear space 


Hol 


Anteriorly (1) we see 





behind the _ retro-cardiac or 


knecht’s space. 
the aorta, (2) pulmonary artery (3) a 


small portion of the right ventricle 
(the amount depending on the rota- 
tion ), (4) the left ventricle. Postert- 


orly we have from the above down- 
ward (1) a cross section of the p 
monary veins, (2) the left auricle, | 








st 
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es 
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the right auricle and (4) the inferior the left ventricle goes more poste 
vena cava. Notice particularly the po- the pulmonary artery comes 


sition of the left auricle and pulmonary anteriorly and to the left, tl 
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riorly, 
more 


ie left 


artery. auricle 1s rotated turther posteriorly 


In the second oblique view i.e. the @n the aortic knob goes posteriorly 


ray passing from the right posterior to @G@ becomes partially hidden | 


ry the 


the left anterior—we see anteriorly (1 spine shadow Stasis accounts tor an 
the ascending aorta—the best position ©! larged pulmonary artery and left 
for the study of the root. (2) a nar auricular appendage hese two struc- 
row portion of the right auricle and ures will then fill out the cardiac in- 
3) the right ventricle. The greate1 Isura the right auricle is not only 
the rotation the more is this arch forn made 1 e promine by pressure from 
ed by the right ventricle and the less the enlarged right ventricle but is en- 
the rotation the greater is it formed by | ed because lasts 
the right auricle. Ve have then in the A. P. tion 
Posteriorly we see (1) the left the following changes 
auricle and the left ventricle. Notice Ixrect or oblique heart 
in this view the positions of the right 2) Prominent left auricular ap 
entricle and the left auricle. In this pendag 
position the rays run perpendicular to 2) Prominent pulmonary arter\ 
the aortic arch and we, therefore, hav 1) Insignificant or absent aortic 
the classical position tor the study ot — kn Not only does rotation de- 
the arch and root The descending crease the prominence of the aorta 
aorta runs down along the spin but it is actually smaller due to ha- 
shadow. This is also the classical — |yjtyal intv fillins 
sition for the study of the left =) High junction of the pulmo- 
auricle, which sometimes can best be narv artery and aortic knob 
seen in the inverse second oblique ( Floneated prominent right low 
The left auricle in mitral disease’ er arch of the right aurick 
the first to undergo dilatation. Dut \dditional informati s added in 
to congestion in the lesser circulation, studv in the oblique positions. Re 
sometimes also to a sclerosis of memberi that normal the left 
he pulmonary artery, the right ver auricle is for the most fart nosterin 
cle hypertrophies. It is the changes that it is rotated further posteriorly in 
this chamber that are responsible, iad ee 
a large proportion of our changes  jargement, it is easy to explain the et 
the silhouette in mitral lesions. The eros, the mid-porti f the 
ht ventricle is situated anterior] ets ' the t obliaue 
unst the sternum and_= inferior) fey . 
against the diaphragm. Normally tl space is clear, but 11 
When enlargement takes place it mitral disease the auricle obliterates the 
con not go torward or downward and mid-portion. leaving a clear space above 
the result is a cardiac rotation. By this and characteristically a clear, triangular 
ition the heart becomes more erect, area below lhe enlargement in mark 
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ed cases will displace the oesophagus to 
the right. In the second oblique view 
we not only make out a definitely en- 
larged left auricle but we can form 
some idea of the right heart as indi- 
cated by the increase of the arch. We 
can therefor add to the above: 

(7) QObliteration of the mid-portion 
of the retrocardiac space with a char- 


acteristic light triangle in the lower 
p rtion. 

(8) Displacement of the oesophagus 
by the dilated and hypertrophied left 
auricle. 

(9) An increase in the prominence 
of the right lower arch in the second 
oblique view. 

In doubtful cases the hilus region is 
a definite aid. 

We must 
region is formed mainly by the vessel 


grant first that the hilus 


shadows, the other structures forming 
Both hilus regions 
The 


heart 


only a minor part. 


are increased in mitral lesions. 
leit 


shadow, but the right side can usually 


side is obscured by the 


be distinctly made out. In about one 
third of the cases the main branch of 
the pulmonary artery stands out sharp 
ly, being contrasted on its external side 
fields 


the descending main 


by the bright lung and on its 


internal side by 
branch of the right bronchus. 
where the 


If measured at the level 


artery crosses the bronchus it will be 


found normally to vary between 11-14 


> 


mm. the average being 13. \ meas- 


therefor indi- 


the 


urement above 14 mm. 


cates some increased pressure in 


has 


We 


lesser circulation, a fact which 
some weight in questionable cases. 
then have 

(10) .\ change in the hilus region. 


The above description is that of a 


David Steel 


so-called mitral configuration. Ofte 


times when clinical findings sugges 


either a stenosis or insufficiency w 
find roentgenological evidence of bot 
The silhouette of pure stenosis show 
the let 


the le 


no increase in the region of 


ventricle and the region of 
auricle is usually more marked. Wit 
an insufficiency we have a definite ¢ 
largement of the left ventricle as 1 

dicated by an increase of the left med 
With enlargement of this 


chamber we have all four chambers 1 


ian distance. 


volved and the result is a ball shay 


heart. Also with an insufficiency tl 
cardiac incisura is partially restored 
the enlarged ventricle and the left am 
cular appendage does not appear 


marked. 


In summary we then have as sig 
of mitral disease: 
"7 eee } abe ee. 
(1) irect or oblique position 


heart. 





(2) Prominent left auricula: 
pendage. 
(3) Prominent pulmonary artery 


1) High junction of the pulmo 


ary artery and aortic knob. 
(5) Insignificant or absent aort 

knob. 

lower right a 


(0) Itlongated 


joining the ascending aorta higher 
than normally. 

(7) Obliteration of the mid-port 
leaving 


he lov 


of the retro-cardiac space 


characteristic light triangle in 1 
portion. 

(8) Displacement of the oesophi 
of the enlarged left auricle. 

(Q) (An increase in the right lov 
arch in the 2nd oblique position. 

(10) Changes in the hilus regio1 


\ ball shaped heart 


of mitral regurgitation 


(IL) Wl Ce 





Studies in Rickets* 


By H. J. Gerstenpercer, M.D., J. 1. Hat in. M.D.. Joun D 
Nourse, M.D... Norman C. Wetzeu, M.D., D. N. Sut . 
C lez ley} j { 





NSTIEAD of attempting to go int haracteri e due ‘ 
detail concerning the etiology, cause 1 ! now! \ even 
pathogenesis, pathology, svmpton re t thr } ‘ ‘ 
tology, prognosis, treatment and bones are sé d to the 
ophylaxis of rickets, | preter to use — th on ru me aut 
his opportunity to acquaint vou wit! 
me of the work which has been done _ thi dev whe 
the Babies and Childrens [lospital — ricket ( ( de 
Drs. Nourse, Hartman, \Wetzel ( e «de 
vself, in connection with human pendent upo nditior t the blood 
ets. seru t | 
Let me indicate too, that while prog tie ppear more or | t the sam 
ss has been made in the accumula time, and are 
of knowledge concerning the lestatior f the ri 
etiology and treatment of rickets, but Tod rickets é ‘ 
ttle has been accomplished in fathon metabolic disease affecting the body as 
the pathogenesis of this disease a whol ts clinical picture, howeve 
wever, some progress also has beet is. the ( | es 
ide in this direction It is an ae produced e osst 


pted fact, for instance, that the n us system, the muscul 


anic phosphate content of the blood — the nervou tel 
serum of rachitic infants 1s distinctl ts pri nd bast ( ( 
vered, and that thi elycolyti powell dequate ire of the hu body 
the blood is likewise reduced n to the he tvpe of dis 
le phases of rickets the calcein 1] ul II n, pl 3 a secol rv rol 
el is but slightly below normal; the proot latter ( 
ereas in others it is decidedly so. tl llow 
ether the reduction of the elv ( e lh 
ver of the rachitic blood is a result — the ( W Lure ets 
the lowered imorganic phosphate no matt what the di 
tent of the serum or whether bot! 2 ndiluted cow ( 
W ‘ 
"1 nted te the \merical ( lleg: id to the development 
Clevelanc () Fel s eve 
Hut 1 hie lk n1 
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the human infant, can not be depended 
upon to protect the human offspring 
against rickets and will not cure this 
disease even though the mother ingest 
potent c «l liver oil in the dose of one 
tablespoonful daily. 


4. Human milk from a mother 


whose skin has been adequately expos- 
ed to the ultra-violet rays, cures active 
non-healing rickets in human infants. 

In other words, the natural and pri- 
mary combination for the human infant 
is actinic ray and skin, and not diet 
and gastro-intestinal tract. 


During 1925 and 1920 we gave to 
three cases of active non-healing rick- 
ets, breast milk obtained from mothers 
or wet nurses to whom were given 


daily one tablespoonful of cod liver 
oil, beginning at least three weeks be- 
fore the milk was ingested by the in- 
fants. In two cases the milk was can- 


and in one case the milk was 


that is, it was taken directly 


ned, 
fresh, 
from the breast. In all three cases no 
effect could be demonstrated either in 
the blood or in the X-ray. 

We chose cod 


felt that it was a simpler method of ad- 


liver oil because we 
ministering the anti-rachitic factor to 
the mother than would be the exposure 
of her skin to the ultra-violet rays. 
However, in view of the fact that the 
cod liver oil ingestion was found to be 
of no value from the standpoint of cur- 
ing rickets in the human infant, a find- 
ing which corresponded with results 
obtained by Alfred 
decided, especially in view of the fact 


Hess in rats, we 
that it was reported by Steenbock for 
goats and by Alfred Hess for human 
mothers that exposure of the integu- 
the actinic enabled the 


ment to rays 


mother to produce a milk with definite 


Gertenberger, Hartman, Nourse, Wetzel, Smith 


anti-rachitic powers, to expose huma 
mothers to these rays and to feed the 
milk to active non-healing rachitic hu 
Hess fed the hum 


The diets of the mothe 


man infants. 
milk to rats. 
receiving cod liver oil were just 
complete as were those of mothers |» 
ing exposed to the ultra-violet rays, a1 
contained all of the essential food sul 
stances in sufficient quantities and ca 
ories. 

In the two cases in which this met 
od was used positive results were 
tained. In other words, we were able 1 
impart to human milk by exposing th 
skin of the mother to actinic rays, anti 
rachitic properties ota degree sull 
active human _ rickets 


cient to cure 


Just as in the cod liver oil s¢ ries, Ori 
of the infants received this milk cat 


ned and the other in a fresh state 


These findings suggest the possibil 
itv that cod liver oil cures rickets 
a different manner than does the acti 
ic ray, and it again indicates that fu 
damentally human rickets is a diseas 
due principally to an insufficient exp 
ure to the ultra-violet ravs rather tl 


to the intake of an inadequate diet 


OWn, as Was 


It has long been k1 
emphasized by Wieland, that the n 
marked clinical signs of rickets 
found in that part of the osseous s 
tem which happens to be growing 
at the time when rickets is active, a 
McCallum, Howland and Kramer, ai 
Cavins have shown that starvation 


rachitic rats again starts calificatior 


Recently, we published the results 
observations made by us on the prev: 
tion of rickets in premature infai 
It is well known that these human 


ings are especially prone to the 


























Studies in Rickets 


The 


d substance of or conclusions was: 


velopment of this disease. sum 


1. That rickets can be prevented 
ind cured in premature infants. 
» That the amount of cod liver oil 


required is small; the average daily 


dose for the group being 1.76 ce given 


in the form of S. M. A. or Protein S. 


MT. A, 

The diagnosis of rickets in our work 
was and is based principally upon the 
and inorganic 


results of the calcium 


1 


phosphate determinations of the blood 
serum, and also on the roentgenolog- 


ical pictures of the wrist. Clinical ex- 


amination in early cases of rickets in 


less dependable 


ur experience is 
No definite clinical signs were found in 
anv of our cases. 


In the studv of the material which 


formed the basis of this report, it 
seemed to us that the prevention of 
rickets was easier when the gain in 
weight was relatively slow, and mor 


dificult when it was excessively great 


rapid. 
the series just referred to, two of 
seven infants receiving Protein S 


\l. .\. developed rickets. Both of these 
mfants, however, lost their rickets even 
thoush thev were continued on. the 


same mixture and were not given more 
he anti-rachitic factor in anv form 
hese two infants gained remarkably 
veight, | 


but as thev grew older, then 
tive gain in weight became less and 
ictual quantity of cod liver oil 

because of a 


slightly greater, 


ht increase in the food consumed. 


increase in the cod liver oil in 
however, was verv slight, being 


cod 


oil per twenty-four hours. Con- 


more than the 0.1 to 0.2 cc of 


lently, it was our impression that 
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the principal factor for the healing of 


the rickets in these two infants, was the 


relatively reduced rate of erowth, and 
that the opposite condition, namely, the 
earlier excessive high rate of growth, 
brought about the development of rick 
weighed 


ne of these infants 


birth, and 


ets. ( 


1050 g1 Was one ol 


ams at 


twins. he other twin weighed 1150 


rams at birth, and gained at a 


slightly less rapid rate, and avoided the 
development of a definite rickets. In 


Ul probability in this second twin rick- 
ets wa n the road to be developed in 
1 rec izable torm, inasmuch as there 
was a drop in the calcium and _ inor- 


anic phos] hate ngures to levels which 


e considered to be just within the 


normai \tter this very 


1 


temporary drop, the amounts of cal 


role ot ti rate Ol 
ncreasing the requiremen 
iver oil in the prevention Of Tick 


normal premature in 


tants we decided to use the daih yram 
vall weight per kilogram bod 
weight 
(Ou es S were rated 
Vv on ur group (Dr. \Wetzel) who 
line the int Ss ¢ eries 
whi el evel ed l et re 
ce r ah period les cod 
] ] 
11vel L 1x fram gain in weight per 
' , ' ' "4 
kilogras ody weight than did those 
: — , 
who did not lor instance, the one 
twin who cle veloped rickets. vained 


during the preceding period, from 19 to 


kilogram 


day 


the 


13 grams pet per 


whereas brothet who did 


definite rickets, gained 
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from 11:5 to 9.0 grams. Inasmuch as 
the intake of cod liver oil for these 
twins was virtually the same during the 
period previous to the development of 
rickets, the only varying factor of any 
importance upon which we could put 
our finger, was the much greater gain 
in weight per kilogram body weight in 
the sister over the brother. Evidently, 
age and heredity could play no im- 
portant part in these twins. 


On the basis of these findings, a 
curve was constructed, indicating the 
amount of cod liver oil per daily gram 
gain in weight per kilogram body 
weight, presumably necessary to pre- 
vent rickets. The relative positions of 
the various infants of our first series 
to this curve were registered, and it 
was evident that the infant developing 
definite rickets was below this curve 
for a much longer period than was her 
twin brother who had a very temporary 
drop in his calcium and inorganic phos- 
phate serum figures without developing 
dependable signs of rickets. 

We have since then used this curve 
as the determinant of the amount of 
cod liver oil to be used in the preven- 
tion of rickets, in a series of seven pre- 
one full-term infants. 


mature and 


These infants were observed for pe- 
riods of four to five months, which is 
ample time for the development of 
rickets in growing premature infants 
not exposed to the action of the anti- 
rachitic X-rays of the left 


wrist were taken at weekly intervals; 


factor. 


estimations of the blood serum calcium 
and inorganic phosphate were made 1-2 
weeks after admission in four cases; 3 
weeks in three cases, and 7 weeks in 
one case, and thereafter in every in- 


stance at periods of two to four weeks. 


Gertenberger, Hartman, Nourse, Wetzel, Smith 


The infants were examined at frequent 
intervals for clinical signs of rickets. 

The maximum daily average amount 
of cod liver oil was 0.71 cc, and the 
minimal 0.4 cc; for very short periods 
the maximal amount of 0.2 ce and 
the 


given in some cases. The total amounts 


minimal amount of 0.1 cc were 
of cod liver oil received during the pe- 
riods of observation from 117 to 154 
days varied for the individual infant 
between 55 and 95 cc. An infant re- 
ceiving the customary dose, namely 1 
teaspoonful three times a day, during 
this same period, would have received 
in other 


a total of 1800 to 2200 cc, or 


words, to thirty times more 


Only 


twenty 


than we have found effective. 
one infant developed definite evidence 
{ X-ray Blox vd ) 


which properly healed on the same diet 
the 


of a mild rickets and 
actual 
The 


rate of growth, however, was less dur- 


without increase in 


amount of cod liver oil received. 


any 


ing this healing period and consequent- 
ly the relative amount of cod liver oil 
per gram gain in weight per kilogram 
body weight was consequently greater. 
This infant gained in weight at a 
greater speed than did any other, ex 
intake, 
We be 


lieve this to indicate that the amoun 


cept one, whose cod liver oil 


however, was 30% greater. 
of cod liver oil used by us in this serie 


as determined by the curve em 
ployed, is very close to the minimum 
amount required to prevent rickets 
The possibility of such an occurrenc: 


W etzel 


constructed a second curve, which al 


was anticipated by Dr. whi 
lows a 10% increase as a matter « 


safetv. We at first thought that w 


should use the second curve as a sure 


How- 


method of preventing rickets. 
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ever, we chose the first curve in the 
inticipation of obtaining an experience 
such as we have just reported, which 
we feel is more valuable than an abso- 
lutely negative finding in every case. 

From experience obtained in this 
second series, we have concluded as 
follows: 

f. That rickets can be preve nted in 
rapidly growing premature infants by 
the early and continued use of cod 
liver oll. 

Y # The amounts of cod liver oil 
required per day to prevent rickets 
well infants, is small and varies di 
rectly with the rate of per gram gain 
in weight per gram per kilogram body 
weight. 

Consequently, the actual amount of 
cod liver oil required per twenty-four 
hours 1s greater, the younger the in- 
fant. This seems paradoxical, but we 
are convinced that it is correct 

The cod liver oil requirement as de- 
termined by the curve used by us, gives 
quantities that are very close to the 
needed amount of cod liver oil used 
\s the cod 


liver oil administered by us was in some 


by us to prevent rickets. 


form of the S. M. A., we do not sug- 
est that straight cod liver oil in such 
small amounts as 0.4 to 0.7 cc per day 
Nevertheless, we 
believe that straight cod liver oil, if 
iven continuously, after the first week 
of life, will prevent rickets in normal 
infants, even though the amounts be 
much smaller than the customary dos- 
iving of cod liver oil within 
one week after birth should become a 
routine, throughout the entire vear, 1n- 
asmuch as newly born infants are 


gainst the sun. We 


av 


protected 
are at present attempting by the same 
method of study as outlined above to 
determine the minimal amounts of 


straight cod liver oil required to pre- 
From two illustrative cases it will be 


That the amount of cod liver oil 
became less as the infant grew older. 
2. That the one infant remained 
free from rickets throughout the pe- 
riod ot observation. 
3. That the one developing rickets 


lost it without anv change in diet 








Mixed Tumor of Parotid Type, Orbital 
in Location 
By Eart D. Cummine, M.D., Cleveland, Ohio 


N OCTOBER 17, Mrs. 
Minnie Beese, age 52, presented 
St. Luke’s Out Pa- 


tient Department for physical examin- 


1921, 
herself at 


ation, with two complaints : 
(i.) Pain in lower right abdomen, 
and 
(2.) A 
nounced, of the right eye. 
Present Illness: 
vears patient has had intermittent at- 


prominence, very pro- 


For the past seven 


tacks of pain in the right lower abdo- 


men associated with tenderness on 
pressure at approximately McBurney’s 
point. She has never had nausea or 
vomiting with these attacks, and it is 
this disturbance that lead her to con- 
sult a physician rather than the prom- 
inence of her right eye, which she ac- 


About 


three vears previously she had had pro- 


cepted as a matter of course. 


fuse lacrimation from the right eve 


and consulted an oculist, from which 


time she had noticed that that eve was 
becoming more and more prominent. 
When the left 
looked only with her right eye, she be- 
She noticed that her 


she closed eve and 
came nauseated. 
vision in the right eve was becoming 
less and less acute. 


Past History: Patient was operated 


American College of 
Hospital, Cleveland, 


*Presented to the 
Luke’s 


Ohio, February 22, 


Physicians, St. 


oO” 
1927, 
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upon 19 years ago for ectopic preg- 
She had had an osteomyelitis 
left 


She had had 


nancy. 
of the right 


forearm and femut 
when eight years of age. 
nocturia for the past seven weeks. No 
Meno 


She had 


abnormal amounts of urine. 
pause two years previously. 

three children; two living, one died of 
diphtheria, one miscarriage, and one 


ectopic pregnancy. 
Family History: Negative. 


Physical Examination: Patient was 


an obese woman weighing 198 Ibs., and 
measuring 5 feet, 2 inches, in height 
There was a definite right-sided uni 
lateral exopthalmos, but the palpebral 


fissure on the right side was narrower 


than that on the left—intra-oculai 
pressure was normal on both sides 
With the eves rotated caudad_ there 


could be palpated under the supraot 
bital ridge an irregular mass, 21% cms. 
cms. wide 


long and about 1 slight! 


movable and painless. She was r 
ferred to the eve department, where het 
vision was 61/10-3 in both eyes. Her 
retinae were essentially negative. Bot! 


The } 


182/1¢ 


pupils were equal and active. 
blo« rd 


Her left cardiac border was 2 cm. to 


tient’s pressure was 
the left of the mid clavicular line. T! 
upper cardiac border at the third 
and the right border of the heart « 
responded with the right border of 











Mixed Tumor of Parotid Type 


The 


Palpation corroborated the 


aorta was. slightly 


sternum. 


widened. 
evidence gained by percussion as to 
he left border. Auscultation revealed 
hoth 


intensity over 


normal quality and 
the 


There were no murmurs. 


sounds of 
various valvular 
areas. 


f the lungs re- 


\n examination ¢ 
vealed a few coarse rales at both bases 
Het 


The abdomen was ver\ 


posteriorly. She was afebrile 
pulse was 8o. 
thick walled and pendulous. It was 
very difficult to palpate the spleen and 
liver, neither of which were enlarged 
some ten 
MeBur 
Vaginal examination re 


Neuro-mus 


showed all tendon 


to percussion. ‘There was 
derness on deep pressure at 
ney's point. 
vealed no abnormalities. 
cular examination 
reflexes, with exception of the achilles 
on both sides, present and active. The 
plantar response was normal bilaterally 

The urine showed an occasional hva 
and coarsely granular cast, and 


few W. B. C's. 


line 


R. B.C W. B. C. Hb 
840,000 5,840 00% Tall 
lwald Meal Combined acidity 2 


Free acidity 
Total acidity 62 
No occult blo al \ a | < 
W. B. C., numerous squamous epith 
elial cells present. 
The spinal fluid was under normal 
cells. neva 


The blood 


ressure, showed () 


lobulin and Wassermann. 
assermann was negative. 
(he pre-operative diagnoses wert 
|. Orbital Tumor, right side 

( besity. 
3. Chronic Myocarditis. 
}. Chronic Nephritis. 
5. Hypertension. 


. Chronic Appendicitis. 
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1921, Dr 


removed 


November, 


Shackleton 


()n the &th of 


Simonds and Dr 


the orbital tumor, which was tattv in 
ippearance, lobulated, and measured 
2 cms. by 2 cms. bv 1 cm he mi- 


croscopic section by Dr. King. corrobor- 


ated by Dr. Mallory 


of Parotid Gland Type. Following the 


was Mixed ‘Tumor 


operation Dr. May inserted 50 mg. of 
radium into the incision, screened by 

mim. of silver, 2 mm. lead, 3 mm. ot 
rublhe this was permitted to re 
main for nine hours. She made an un- 
eventtul re ery except for a ptosis 


l, and a retraction 


f her right eve ball [ p to the present 
moment. the patient has had no recur- 
rence of her tumor and het Isto Is 
()|) 60 {JS 20/20 Her blood 
ressure, U1 rv findings cardiac 


findings have remained essentially the 


] 


but her weight has dropped to 


bs , al d she feels pel Tec tly well. 


( sions: Mv onlv excuse for re 

rting this case 1s the unusual location 

his tvpe of tumor In the literature 
| have been able to find onlv four cases 

, ‘ tu ot the tid t px 
four in the orbit 

In the December 1926 number of the 
\merican journal of Medical Sciences, 


loseph McFarland 


of Philadelphia re- 


ports ninety tumors of this tvpe which 

me under his observation. and col 
lected m the literature 269 other 
cases, and gives a comprehensive and 
complete resume of the histological and 


embrvological study of the subject In 
\lckarland’s Cases 


the orbit, but usuallv 


none was the 


tumor found in 


they occurred in or around the parotid. 


salivary glands. The theory 


of accidental sequestration embrvo- 


nal cells during the early and compli- 
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cated development of the face and neck 
affords the most satisfactory explana- 
tion of the origin of these mixed tu- 
mors. By that theory it is easy to ac- 
count for the variety of tissues found 
in the tumors and for their varying 
proportions and conditions. ‘They are 
individual entities, and have no rela- 
tion to the normal structures in which 
they occur, and from which they do 
not arise. He thinks that they should 
he called “Mixed Tumors” and nothing 
else. ‘They are inherently benign, but 
commonly recur after excision, and if 


frequently disturbed become destruc- 


Earl D. Cumming 


tive and invasive without giving metas- 
tasis. The histology is extremely com- 
plex—but on that account the micro- 


His- 


tologically, prognosis is very difficult to 


scopic diagnosis 1s usually easy. 


determine, and is often misleading. 


Malignant change whether “‘sarcoma- 


tous” or “carcinomatous” in mixed tu- 
mors must be rare, and its occurrence 
is difficult to prove. Intervals of ten, 
twenty, or even thirty years may elapse 
between operative removal of a mixed 
recurrence, therefore, 


tumor and its 


caution should be exercised in declar- 


ing any case to be cured. 








Chronic Ulcerative Colitis 


By 


NDER the term colitis we con 
the catarrhal 


form as well as the chronic ul- 


sider ordinary 


cerative type. Chronic ulcerative col 
itis must be differentiaced from tuber- 
culosis, syphilis, post dysenteric ulcers 


d polvposa intestinalis adenomatosa. 


Chronic ulcerative colitis has been a 
medical problem for many years. It 
has been designated idiopathic, non- 
specific, post-bacillary, infectious and 
septic ulcerative colitis. It appears to 
have been described as a disease entity 
by Wilke and Moxon (1) in 1875 and 
White (2) in 1888. 


great deal of difference of opinion as 


There has been a 


to the etiology of the disease. Logan 


and his co-workers considered some 
metabolic disturbance as the etiologic 
factor. Hurst (3), Kinhorn (4), 
Leusden (5), Thorlakson (6) and 


most of the German writers considered 
the dysentery bacilli as being the orig- 
nal invaders. Prof. L. 
and Rosenheim (8) have both reviewed 


Kuttner (7 


the subject recently and suggested the 
of chronic suppurative colitis. 


They believe it follows bacillary dysen- 


hame 


tel Streptococci are thought to be 
the etiologic factor by Jex-Blake (9), 


Wallis 11), 


\\hite, Yeomans (10), 

Hlewes (12), Lockhart, Mummery 
3), RKolleston (14), and T. R, 

| 


ogan (10) from the Mayo Clinic 


i919 gave the most comprehensive 


ription of the disease and presented 


y plates and pathological speci- 


I s. He concluded “that chronic ul- 


ol: 


Horace W. Soper, 


St. Louts, Missouri 


cerative colitis is a disease of long dur- 
The nn 


from toxemia or perforation 


il stage ending quickly 
Nature's 


fibrosis 


atiol 


efforts to cure Causes @XCeSsSIVE 


with resultant deformity of the colon. 
The forms of treatment are thus far 
unsatisfactory. The best results come 

and giving surgical rest 


from dieting 


In December 1925 Bargen and Lo 


an (17) published their article on, 


“The Etiology of Chronic Ulcerative 


Colitis.’ They found a diplococcus 
which they believe to be the primary 
etiologic factor. ‘They made cultures 


from the lesions of sixty-eight patients 
suffering from the disease and found 
the organism in 80% of the cases. 


Twenty healthy colons were swabbed 


in the same manner and only once were 


diploccocect of similar characteristics 


isolated. Their chain of evidence ap- 


pears to be complete. They injected 


rabbits with the brain broth culture 


and produced a diarrhea and lesions of 


ulcerative colitis. Rabbits were in- 


jected with various strains of streptoc- 
occi and the lesions in the colon were 
not produced. In _ persons suffering 
from ulcerative colitis they isolated 
the diplococci in periapical abscesses 


and in the tonsils. ‘The culture was in- 
jected in rabbits and dogs, producing 
ulcerative colitis. ‘The organism is a 
Gram-positive, lancet shaped diplococ- 
cus growing in twos and fours and has 
been observed with a capsule occasion- 


ally. 


mococcus 


Therefore it resembles a pneu- 


They prepared a vaccine fil- 
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trate and used it extensively in the 
treatment of these cases and have ob- 


When the 


lesions were low enough for irrigation 


tained very good results. 


they treated with silver nitrate, lunar 
caustic, mercurochrome and hot water. 
They also consider that an important 
adjunct to the treatment is the tinc- 
ture of iodine by mouth. 

The findings of this organism in 
distant foci and the production of acute 
lesions in the colon could account for 
the repeated exacerbations of the dis- 
ease. 

Buie (18) gave a very good descrip- 
“In 


the early stages the membrane is gran- 


tion of the proctoscopic picture. 


ular, bleeds easily, is diffusely edema- 
tous and hyperemic. This is followed 
ulceration. 
the 
fact 


by various gradations of 
The 


hemorrhagic membrane were in 


small white spots noted in 


small miliary abscesses which finally 
form superficial ulcers. Later on the 
membrane has a granular glazed ap- 
pearance with only tufts of mucosa 
here and there. Small polypoid 
growths of mucous membrane are oc- 
casionally scattered throughout the re- 
gion of ulceration. When healing ce- 
curs small pit-like scars are formed.” 
the diplococcus is 


The culture of 


really a very difficult matter. It grows 
readily in the brain broth culture but 
the isolation from other organisms re- 
quires a great deal of bacteriologic 
skill and patience. 

The diagnosis of chronic ulcerative 
colitis cannot be made without the 
use of the proctoscope and the x-ray 
barium enema. In our experience a 
large number of the cases are limited 
to the rectum and pelvic colon and do 
not involve the rest of the colon before 


a later period. However, some of the 


Horace W. Soper 


X-ray plates show that isolated seg- 
ments of the colon may be rarely in- 
volved. 

I am sure that we have seen a large 
number of early cases involving the 
rectum and pelvic colon that have been 
completely arrested by means of local 
local treatments 


treatments. These 


have included mercurochrome in one 
per cent solution and the use of various 
powders applied by means of a special 
insufflation apparatus. Iqual parts of 


calomel and bismuth subcarbonate is 


our favorite powder. \fter healing, 


characteristic pit like scars remain 
visible in various areas of the mucosa. 
In many areas the veins reappear and 
the membrane appears to be perfectly 
normal. 

All the older pre ctologists describe a 
hemorrhagic proctosigmoiditis which ts 
limited to the rectum and pelvic colon. 
It occurs in distinct attacks and is amen 
able to local treatment. I have verified 
this observation in a large number of 


cases and believe that the disease is a 


definite clinical entity. I have nevei 
seen a case that involved the whole 
colon. It usually clears up within 


two or three weeks’ time under local 
treatment. It may be possible that it is 
a self limited disease and would disap 
pear without any form of treatment. 
Ileostomy has given a great deal o1 
service in some of our cases but | 
would not advise the operation except 
as a last resort. Our best results hav 
been secured by bed rest, high vitamn 
diet, as advocated by Dr. Larimore, an 
the use of mercurochrome in the re 
tum as well as the keratin coated tal 
lets by mouth. I believe the best for 


consist of kerat 


of treatment t 


coated tablets of mercurochrome | 
mouth combined with local treatment 


of the lesions that are visible with tl 











Chronic Ulcerative Colitis 


sigmoidoscope. In some of the cases diarrhea per 


1] ‘ dadicte t plun 


7 I 


we have passed a small soft rubber 


catheter through the sigmoidoscopi 


tube and applied the powder by means, an 


if the insufflation apparatus. I would 

not advise dilatation of the colon in the © trod nto t 
late cases because of the friability 

the gut. Blood transfusions are 


reat value in all cases of long dura 


Chronic catarrhal colitis may show a a , 
isappearance of the haustration in S 
ut of the colon’ particularh 


escending and pelvic colon, but it does 
t present the rigid gas-pipe Ii] 
pearance of ulcerative colitis 
atients with amoebic dvysentet fF C 
ng standing present an irritable 
with dilitations and contractures her 
nd there without loss of haust1 
uetic lesions are usually limited 
rectum and the lower halt 
lon and are most likely to fort 
ricture tormations. ‘Tuberculou 
ration of the colon does not resul 
loss of haustration but forms 
ted contractures and detects 
Is study is based on. thirt tw 
es of chronic ulcerative colitis hie 


rgen diplococcus was tsolated 1m sis 


them. ‘The remaining sixt 
es were studied betore the 
e ot Bargen and Logan's paper. The 
ine filtrate was used in tei 
s with somewhat disappointing r , 


| shall proceed with abstracts of 
ral case histories illustrating our 


ults in treatment. 


Female, age 30 Came und t I 
11 June 1Q22 She gave | tor ( 
ic diarrhea of five ears’ d 
nsulted Dr. Bertnam = Sipp 
age and received variou 


irrigation but continued 
Finally in May 1921 the operatior ‘ 
omy was pertormed under Dr. Sipy Re 


She was better for a time but the 
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and she gradually became 


She used the tincture, 
sixty dr p dail Has 
the operation, confined 
t the time The sig- 
ch tube, could be in 
‘ ( cted ectum 
ered w bl | pus, 
bleed ‘ Barium 
presence h race 
| re ( cic 

+ peen 
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hours. The entire small intestine is better the inner surface in various places. 
visualized than is usual. The barium re- These have the appearance of being 
ains in contact with the various segments : we 
ee eee dried blood clots. The muscle coats may 
a considerably longer time. ; 
be easily separated as may also the in- 


DESCRIPTION oF THE RESECTED COLON dividual muscle bundles of the circulat 


By Dr. Gro. Ives aaa 

The specimen in formaldehyd solu- Microscopic EXAMINATI 
tion is a colon with small portion of The most prominent feature of eacl 
ileum attached. It is 79 cm. in length section is the fatty layer in the sul 
from the tip of the cecum to the sev- mucosa, which measures from 2 mm. t 
ered end. 8 mm. in thickness. ‘This laver shows 

The greatest diameter of the speci- simply fatty tissue without any inflan 
men is 4 mm. at the cecum, the small- matory reaction. 
est diameter 15 mm. at the severed end. The surface of the mucosa throug! 


The thickness of about 9g mm. The out the specimen is covered with 
most prominent part of the specimen acute hemorrhagic exudate. The mu 
is a fatty submucosa which measures cous membrane is ulcerated in mam 
from 2 to 8 mm. in thickness with an places and where found ts atrophi 
average thickness of about 6 mm. (he greatest amount of ulcerati 
The colon is imbedded in a consid in the transverse and descendi colon 
erable amount of fat, the epiploica are Beneath the mucous surface is a chror 
large and pendulous, the fat shows a ic inflammatory reaction consist 


considerable amount of congestion and = most of plasma cells. These cells e 


many small hemorrhages, possibly ox tend down to the muscularis mucosa 
casioned by the operative removal. The and make up most of the tissue of the 
whole specimen has the appearance of mucosa, though a few polymorphonu 
being contracted. The wall is greatly clear leucocytes have infiltrated tl 
thickened, the increased thickness be tissue. This neutrophil reaction 

ing caused, for the most part or entire most marked in the descending colos 


lv, by a laver of fatty tissue be and is entirely absent in the ileu 
tween the circular muscle coat and the cecum. ‘Throughout the mucosa art 
muscularis musosae. The thickness found epitheloid cells, many of thet 
of the laver of fatty tissue varies showing mitotic figures 

from 2 mm. to 8 mm. and is continous The gross and microscopic picture 
throughout the specimen, both in the — that ef an acute ulcerative colitis super 
colon and in the ileum. To a slight) imposed on a chronic inflammatiot 


extent the fatty laver continues into the — the mucous membrane, plus the mar! 


f 


appendix. fattv infiltration of the submuco 
The mucosa is covered, except for a This report of Dr. Ives differs f1 
short distance at the severed end, by a other descriptions that I have seen 
thick friable fibrinohemorrhagic exu-_ the literature. I believe no one else 
date, which is greatly cracked and fis- called) attention to the  tremend 
sured, and there can be found grossly, amount of fatty tissue in the su 
no evidence of a normal mucous lining. mucosa. There does not appear to 
Small dried granular pieces 5 to 6 mm. any fibrosis or connective tissue 


in diameter have been detached from crease. 
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KF I Case I. This film was taken when patient first cat mder treatme | 
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Fic. 2. Case I. This film was taken a short time before operation. Shows very mt 


dilated cecum which gave a great deal of pain and which was in reality 


cavity 





a 


large 


abs« 
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Case | The complete specimen 


n and tatty epiploica. 
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Fic. 4. Case I. Transverse colon spread apart to show the hemorrhagic cond! 


the mucosa and the thick fatty laver between the mucosa and the muscular wa 
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Fic. 5. Case 1. Section through wall showing the relative thickness of the mucosa, 


submucosa and the muscular coat. 
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Came under 


Case I] 


observation Feb. 19, 


Female, age 26. 


1920. Gave a history of 


diarrhea of one year’s duration. Diagnosis 


of exudative colitis was made together with 
severe form of secondary anemia. Spleen 
was not enlarged. Normal weight 125, pre 


condition 


ent weight 8714 pounds. General 

very poor. March 5, 1920 Dr. Harvey G. 
Mudd operated upon her. Cecum found to 
be very much thickened and involved in the 


inflammatory process. Appendix also much 


thickened. Appendix removed leum thet 
brought up and a portion about four or five 
inches from the ileo-cecal valve was fastened 
to the wound. She improved very much i 
her general condition after the ileostom 


until the latter part of the following August 


when she had a very acute attack with ex 
tension of the process into the ileum.  Sh« 
died of acute enteritis. 

Case I/]].—Female, age 25. Came under 


Had had diarrhea 


for nearly a year, recently blood and pus ap 


observation Feb..8, 19206. 


weight wa 
| 


ODSeT 


peared in the feces. Her normal 


137 pounds, when she came under 


vation 11634 pounds. Her spleen was defin 
itely enlarged. Blood test showed severs 
secondary anemia. X-ray showed that the 
colon was involved to the splenic flexure 


Procto-sigmoidoscopy revealed characteris 


tic picture of ulcerative colitis. lntire bowel 
atonic in character. She was put on mer 
curochrome and high vitamin diet. Had very 
little appetite and soon developed level 
Sent to St. Luke’s Hospital. She was great 
ly prostrated, ran very high temperatur 
curve, ranging between 102-105 Mercuro 


chrome had to be discontinued because of het 
Was delirious and 
ileostomy. Dr 


inability to retain it 
ill, Finally determined 
Vernon Mastin 
March 19, 1926 


very 
on 
the 


pertormed operation 


Terminal ileum was defin 


itely involved in the inflammatory process 
The ileostomy opening was made six inches 
from the distal end of the ileum. Patient 


succumbed seven days later from peritonitis 


his was a severe acute fulminating case. 


Case Il’ Came under ob 


servation April 25, 1921. 


Male, age 56. 
Colitis seven years’ 


Oiten had thirty movements daily. 


duration. 
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X-ray examination showed the loss of haus 
tra in the colon characteristic of chronic ul 
cerative colitis. In May 1921 the operatic 
of ileostomy was performed. The ileum was 
severed from the colon and the distal end \ 
closed near the ileo-coecal valve | nN 
end brought through the muscle and f 

He gained in weight and made « 
improvement. Did not vem t l 
the ileostomy openit In June N 
films showed colon to be extren 

xcepting the cecum whicl ‘ dilated He 
was having at this time « ble 1 
in this region because of insufficient dra 
age. He continued to grow we 
nally succumbed in June 1926 to per! 
and peritonitis. Colectomy might ( 
this patient but his general conditi 
warrant it. The double opening t 
is to be preterred because drainage of t 
cecum is necessary 

Case V Female, age 32 Came nde 


Nov. 5, 1923. Gave history 


twelve years qduratioi ly 


observation 
colitis of 

appendicostomy was 
worse. In 


to make her much 


was performed under Dr. Bertram Sipy 
lirection. The rectum was so contract 


that it would not retain the barium enen 


Barium was injected through the ileostot 
opening and part of the colon visual 
Her general conditior Va very itl ict 
She was not suffering at pan nc t 
tomy opening was tunctt I \ t 
torily. Feces analvsi | ed that the 
was not involved in the inflammat ] 
She consulted me in regard to colect 
idvised against it and turthermore 
her not to attempt any irrigation of the « 
but to let it alone 

Case | fs Male, age I7. Came under 


‘ 


servation May 13,1925. X-ray films and pt 


tosigmoidoscopy showed picture of cht 


ulcerative colitis. Two years duration. R 
cent exacerbation of the condition with bl 
and pus mixed with the feces. Treatment 
consisted of high vitamin diet, insufflatiot 


of Scarlet R and calomel and bismuth p 


der and mercurochrome keratin coated 


lets. In November Lugol's solution w 
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Patient succumbs 


lt enteritis Six 1 
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Fic. 9 Case II] \ fatal case of the fulminatine type of ulcerative colitis 
] 
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Fic. 10. Case IV. This film shows the condition when patient came under observa 





t n April 1921. 
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Fic. 11. Case IV. This film was taken three years after the operation of ileostot 


Note the narrowing of the entire colon except cecum which is dilated 
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Fic. 13. Case VI. (May 15, 


colon. 
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14. Case VI. (July 20, 1926) i] slight improve 


nsverse colon and possibly some 





332 Horace W. Soper 


In December the vaccine filtrate was broken. This is a true case of chro 


given. 
The vaccine therapy appeared to be ulcerative colitis involving a portion of t 


given. 
helpful in this case. He is now clinically 
well but the colon shows little if any change. 


Y 


descending, iliac and pelvic colons and rr 
tum. Culture taken directly from the mu 
by Bargen’s method. The diplococcus 


Case VII. Male, age 22. Came under our peared in the brain broth but could not 


care in Oct. 1925. Prior to that time was 
under Dr. L. E. Printy’s care from May used, 


isolated. Therefore, the vaccine was 


14, 1925. Gave a history of diarrhea for 

two years’ duration. His treatment in our Case 1X. Male, age 37. Came w 
office consisted of one percent solution of observation Feb. 24, 1926. Bloody diart 
duration Severe pa 


Pr 


his tosigmoid SCOps shows characteristic met 


mercurochrome given through sigmoidosco- of three months’ 
pic tube. He made but little improvement. loss of twenty pounds in weight 
Dr. Larimore began treatment solely by 
high vitamin and high calorie diet. He brane in the acute stage of colitis. X-1 
made a remarkable recovery. films reveal that the process stopped shar, 
at the splenic flexure. He was given 

Case VIII. Female, age 51. Came under treatments of mercurochrome and pow 
observation Jan. 1923. Gave history of rec- high vitamin diet, mercurochrome ker 
tal trouble of two years’ duration. Attacks 
blood and Dr. Finnegan. The culture in this « 


coated tablets by mouth, milk injections 


of diarrhea. Stools contained 


X-ray developed the Gram-positive  diplo« 


mucus. Has had no hemorrhoids. 
showed exudative colitis, dehaustration and Which was isolated and pure culture 
narrowing of the descending iliac and pelvic — tained. Vaccine filtrate prepared. 


colons. Sigmoidoscopy revealed a mucous vaccine injections appeared to do him 
membrane characteristic of ulcerative colitis. deal of good. His rectum continued t 
him a great deal of pain and it was { 
that a polypoid growth had developed 


the internal sphincter. The growth had 


She responded very well to local treatment 
consisting of calomel and bismuth powder. 


The condition appeared to be normal at the 
She appearance of carcinoma On 


1 | 


end of about two months’ treatment. 
15, 1926 growth was removed 


had a recurrence in Jan. 1924 but responded 
well to local treatment. In July 1925 she 


came in for general digestive disturbance 


He is at present gaining in 
strength, has from one to two f 
and the membrane was found to be charac- ™ovements daily. Membrane no 


She appearance of a healed ulcerative 


teristic of a healed ulcerative colitis. 
remained well until July 1926 when she 


had a more severe attack than the previous 
the mercurochrome Dr. A. FE. Taussig. Came under our obs: 


Case X, Female, age 16 Reterre 
one. She was given r 
tablets by mouth but they seemed to aggra- vation Sept. 13, 1926. Had been under 
vate the diarrhea and they were discontinued. ment at Jewish Hospital High vy 
The mercurochrome given by rectum was diet and local irrigations. 


not well borne. Therefore, she was given consultation in June 1926 
local treatments with the powder insufflator mercurochrome keratin 


using the bismuth and calomel 


powder. At grains one and one-half, 
the present time her membrane shows _ three ounces of one percent 
characteristic pitting of healed ulcerative curochrome was introduced 


colitis and is free from blood, pus and daily. July 25, 1926 she « 


1 
] 
i¢ 


mucus. She is feeling well, is on general symptoms of ptyalism and met 
diet omitting raw foods excepting orange was discontinued. Shx 
juice. X-ray taken Sept. 1926 was exactly transfusion and left 
the same as the plate taken by Dr. Mills 10th. She given 


in 1923. This plate was unfortunately my office 
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Fic. 16. Case VII. Shows marked improvement after high vitamin diet (M 
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8. Case IX. Colon was found to be involved from th 
the same as this one 


Fic 


flexure. \ll the films were essentially 









Chronic Ulcerative Colitis 



































| Case IX. Just above the transverse flexure | ! i the mercutr 


dissolved in the stomacl 
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Fic. 20. Case IX. Colonic insufflation. Note that th 


transverse colon, the narrow descending and iliac colon showing the absence of haus 


characteristic of ulcerative colitis. Note here the collection of fecal matter in tl 
verse colon. The patient had not been taking bismuth. This case illustr 


Mills designated as peripheral colonic motility 
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Fic. 21. Case X. When patient first came undet 
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22. Case X. Shows increase in the caliber and lengt!l i the cecun Patient 


well. 





inically 
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Fic. 23. Case XI. This plate shows remarkable view of the polypoid conditior 
Newman secured this plate by a special technic in which the colon was not distended 


barium enema). 
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24. Case XII Polyposis of the color Note irregularities particular] 
rse ce Ic mm. 
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the mucosal folds. Diagnosis Chronic 


Colitis. Polyposis of the colon. 
This patient had a difficult post-operative 
course. She developed a fecal fistula. She 


was capricious with her diet and otherwise 


obstructive and wholly unco-operative — to 
medical care. Her condition became pro 
gressively worse and death occurred at about 
five months post-operative. The diagnosis 


of the colonic pathology in this case de 


pended entirely upon the  roentgenolocial 


findings. This was supported and the clin 
condition determined by 


bli " id 


the secondary 


ical status of the 


the persistent occult reaction of the 


stools and by anemia. 


Y 


Case N/IIT, Female, age 42. Came under 


observation June 25, 1923. Case of healed 
discovered accidently in 


Patient 


ulcerative colitis 


course of examination. came in 


suffering trom constipation and functional 
disturbances. No 


Proctosigmoidoscopy 


evidence of any organic 


trouble. revealed a 
membrane hawing the appearance of healed 
ulcerative colitis. However, she gave no 
take 


diarrhea or dysentery. | 


that 


history of 
this to be 
early in lite and that completely healed and 


probably a case occurred 
gave her no further trouble except consti 


pation from the narrowed colon. 


Male, age 62. Came under 
May II, 


Gave no history of 


Case XIV 


observation ulcer 


1925. Duodenal 


patient. dysentery. X- 
ray enema showed loss of haustration of the 
pelvic colon. Sigmoidoscopy showed granu 
lar areas and pitting characteristic of ulcera 
The colitis might have occurred 


tive colitis. 
m very early life and healed without any 
subsequent attacks. 

Case NV’. Male, age 54. Came unde 
observation Novy 3, I9O1T. Had repeated 


attacks 1f hemorrhagic proctosigmoiditis 


X-ray 


formity 


plate showed normal colon, no de 


characteristic of ulcerative colitis 


Male, age 61. Came under 


May 23; 


Case XVI. 


observation 192! Lues of the 


colon. 


YVII. Male, age 34. Came under 
Nov. 0, 


months’ 


Case 
\moebic dy sen- 
Note that 


observation 1920. 


tery of six standing 


Horace W. Soper 


loss of haustration and _ that 


there is no 


the colon shows contractures — here ind 


there. 


CONCLUSION 


Bargen’s diplococcus is the primary 


etiologic agent in the production ot 


chronic ulcerative colitis. It must le 


differentiated from chronic catarrhal 


form which appears to be a separat 
disease entity. 
revision and 


The pathology needs 


further study. The thickening of the 


wall and contraction of the lumen ot 


T 


the gut does not appear to be due 1 


a true fibrosis. ne ot our cases re¢ 


vealed a tremendous infiltration ot 


fat in the submucosa. 

The 
did not give good results in our series 
The best 


cured by hospitalization, blood tran: 


autogenous vaccine therapy 


of cases. results were sé 


fusions, mercurochrome by mouth and 


rectal injections, and intensive loc 


treatment of lesions in the rectum ai 


lower colon during the convalescent 


frequent 


stage. Relapses are 


spontaneous cure unquestionably 0% 
curs, 
lleostomy should be postponed 


all methods of treatment have fail 


It is a life saving measure when 


lower colon contracts to such a deg! 


that sufficient passage of fecal 
\fter ileoston 


matt 
is no longer possible. 
contract 


The cecul 


the colon continues to 
may be finally obliterated, 
dilates and perforation and peritont! 
will result if the drainage through 
ileostomy opening is insufficient. 
cases of this class colectomy is ad\ 


able. 
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Fic. 25 Case XIII Case of healed ulcerative colitis Accidental dis 
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Fic. 20. Case NIV. Case of healed ulcerative colitis. (Accidental findings 
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Fic. 27. Case XV. Luetic colitis involving iliac and pelvic colons 
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Fic. 28. Case XVI. Case of repeated attacks of hemorrhagic proctosigmoiditis. N 
mal colon. 
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Amoebic dyset 
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Editorials 
United States Public Health Service 


The Surgeon General Reviews World 
Health Conditions and Summarizes 
His Work in Annual Report. 


N ACCOUNTING of 
health of the people of 
United States in so far as Fed- 
duties and responsibilities are 
concerned is given in the Annual Re- 
port of the Surgeon General of the 
Public Health Service, which has just 
been transmitted to Congress. 
the Report for the 129th year of the 


the 
the 


eral 


This is 


existence of the Service. 
The Surgeon General that 
through modern developments in pub- 


says 


lic health organization—national and 
international—it is now practicable for 


the country to keep informed of the 





prevalence of epidemic diseases and of 
the health of populations throughout 
the world. This knowledge is of con- 
siderable importance in preventing the 
introduction of dangerous communica- 
ble diseases into the country from 
abroad. 


Health conditions generally through- 
out the world were better during the 
year ended June 30, 1927, than for 
any previous year on record. The first 
half of the year was characterized by 
unusually low death rates in foreign 
countries. The most serious condition 
that interposed to prevent even lower 
mortality rates was the epidemic of 
influenza which affected a considerable 
area of that part of the world. 
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Bubonic plague, which, by reason of 
its wide geographic distribution and 
the method of its spread, remains one 
one of the major quarantinable dis- 
eases, continued to be pandemic, but 
was less prevalent than it has been in 
recent years. India remained the prin- 
cipal focus of infection, that country 
having over nine-tenths of the cases 
reported throughout the world. 

Asiatic cholera, which is still a great 
scourge in India, showed no decrease 
there, and appeared with more than 
usual prevalence in the countries east- 
ward as far as Korea and Manchuria. 

It is an interesting commentary on 
the advancement of modern sanitary 
science that yellow fever—a disease 
the very name of which not so long 
ago terrified even the people of this 
country—was practically confined to 
one section of the continent of Africa 
With 
the exception of one case which oc- 
curred at Bahia, Brazil, in July, 1926, 


during the year under report. 


the disease was not reported in the 
Western Hemisphere. 

The devastating epidemics of typhus 
fever which swept Russia after the 
World War have definitely passed, al- 
though the disease remains endemic in 
no marked 
spread of the disease during the year. 

The health of the 
United States was generally good dur- 


that region. There was 


the people of 


ing the year ended June 30, 1927, as 
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compared with preceding years. The 
death rate for all causes for the calen- 
dar year 1926 in 28 States was 12.1 
per 1,000 population. This was slight- 
ly higher than the rate for 1925, which 
was 11.7. The increase was probably 
caused principally by the large number 
of deaths from respiratory diseases. 
This country escaped the epidemic of 
influenza which swept over Europe 
during the winter of 1926-27, and the 
few cases reported here were mild. 
Typhoid fever declined during the cal- 
endar year 1926, and the case and 
death rates for diphtheria for the year 
were the lowest ever recorded. This 
disease showed a small increase, how- 
ever, during the first part of 1927. 
The general downward trend in diph- 
theria is undoubtedly the result of the 
use of antitoxin and toxin-antitoxin 
immunization. 

The death rate from 
continued its decline, and heart disease, 
diabetes, and nephritis, which had been 
increasing in recent years, showed low- 
er rates than were expected. 

Smallpox decreased during the cal- 
endar year 1926. In most sections of 
this country the disease was of mild 
type, but in some localities it existed in 
severe form. Out of a total of 30,450 
cases of smallpox reported during the 
year from 41 States, there were 380 
deaths. The disease was the most 
fatal on the Pacific Coast, which sec- 
tion reported only one-fifth of the 
total number of cases, but two-thirds 
of the number of deaths. In view of 
the demonstrated protective value of 
vaccination, the Surgeon General says 
that it is difficult to explain why this 
simple preventive measure is not uni- 


tuberculosis 


versally employed. 


Although endemic foci of the impor- 
tant quarantinable diseases continued 
to exist abroad, no cases of cholera, 
yellow fever, or bubonic plague gained 
entrance to the country during the 
year. ‘Two cases of plague were ap- 
prehended aboardship at the United 
States quarantine station at New Or- 
leans, La., and 17 cases of smallpox 
and 2 cases of leprosy were detected at 
domestic quarantine stations. The dis- 
covery of three cases of plague among 
rats at Los Angeles, Calif., however, 
indicates that the disease continues to 
exist among rodents; and it persists 
especially among ground squirrels in 
certain sections of California, and re- 
quires vigilance on the part of the 
health authorities concerned for the 
protection of the human population. 

The geographical prevalence of tul- 
araemia, a disease identified a few 
years ago by an investigator of the 
Public Health Service, was discovered 
during the year to extend to 10 addi- 
tional States, increasing the area of 
known distribution of this new disease 
to 36 States, the District of Columbia, 
and Japan. 

Rocky Mountain spotted fever is an- 
other disease being studied by the Pub- 
lic Health Service, the knowledge of 
the area of prevalence of which is be- 
ing extended. This disease originally 
reported by only two Western States, 
was reported last year from nine states. 


The infant mortality rate (deaths of 
infants under one year of age per I,- 
000 live births), considered an import- 
ant index of the efficiency of public 
health work, has been decreasing for 
many years. The rate for 28 States in 


1926 was 72.8, as compared with 71.5 


for 1925, both of which rates are ex- 
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tremely low as compared with rates of 
a few years ago (about 100 in 1915). 


The work of the Public Health Serv- 
ice in preventing the introduction of 
diseases from abroad involves both 
control at domestic ports and medical 
inspections at certain foreign ports. At 
domestic ports during the year, 20,284 
vessels, 820,793 passengers, and 1,140,- 
922 seamen were inspected by quaran- 
tine officers; at insular ports, 2,991 
vessels, 169,461 passengers, and 226,- 
373 seamen were inspected; and at 
foreign ports, 5,954 vessels, 424,172 
passengers, and 272,872 seamen were 
inspected prior to embarking for the 
United States. A total of 7,116 ves- 
sels were fumigated, either because of 
the occurrence of diseases aboard or 
for the destruction of rodents. Thirty- 
one thousand and seventy-three rats 
were recovered, of which number 18,- 
334 were examined for plague infec- 
tion. 


The medical examination, by Public 
Health Service medical officers, of ap- 
plicants for immigration visas in fore- 
ign countries of origin, first inaugurat- 
ed in 1925, in England, Scotland, and 
Ireland, was extended during the past 
year to Germany, Sweden, Norway, 
Poland and Denmark. The advantages 
of the system to the prospective im- 
migrants, to the communities of origin, 
and to the transportation companies re- 
sulted in additional requests to the 
State Department for the extension of 
the plan to other countries. During 
the year medical examination of ap- 
plicants for immigration visas were 
being made by Public Health Service 
officers at 20 American consulates in 
Out of 148,539 ap- 
plicants examined during the year, 12,- 


eleven countries. 


974, or 8.75 per cent, were found to 
have mental or physical disabilities ; 
6,580, or 4.43 per cent, were refused 
visas for medical reasons. 

At domestic 881,699 alien 
passengers and 996,317 alien seamen 
were examined under the immigration 
law, by medical officers of the Public 
Health Service, and of this number 


ports 


24,292 passengers and 3,117 seamen 
were certified for various diseases and 
disabilities coming under the law. 

Investigation was made of the ty- 
phoid fever epidemic in Montreal, 
Canada, with the permission of the 
Canadian authorities, and a report was 
made regarding the cause of the epi- 
demic and recommending precaution- 
ary measures. 

Aid was given the local authorities 
in the localities of Florida devastated 
by the hurricane of September, 1926, 
and the Public Health Service cooper- 
ated with the States and the American 
Red Cross in the emergency 
work in the 


relief 
Mississippi flood area. 
Within ten days from the beginning of 
the flood emergency, 14 Public Health 
Service officers trained in emergency 
health work and familiar with the lo- 
calities affected by the flood, were in 
the field to assist the State Health au- 
thorities. Arrangement has also been 
for a continuance of this cooperation 
in providing public health protection to 
the inhabitants of the devastated areas 
during the period of rehabilitation. 
The Public Health Service continued 
to provide medical and hospital treat- 
ment of sick and injured American 
merchant seamen and other Govern- 
ment beneficiaries—the oldest function 
of the Service and the specific purpose 
for which it was organied under the 
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act of July 16, 1798, 129 years ago— 
and probably at no time during this 
period has the aid thus given by the 
Government to American merchant 
vessels been of greater value or of 
more importance in keeping the Amer- 
ican flag on the seas. 

More than 300,000 beneficiaries ap- 
ply annually at 152 ports of the United 
States and its insular possessions 
where marine hospitals and relief sta- 
tions are maintained for the giving of 
hospital and out-patient treatment and 
making physical examinations. There 
were 1,288,061 hospital days’ treat- 
ment given, mostly to merchant sea- 
men and Coast Guardsmen, and 632,- 
341 separate out-patient treatments 
were supplied. The American seamen 
are the principal beneficiaries, receiv- 
ing 67.4 per cent of all the hospital 
treatment furnished. The Coast Guard 
furnished 14 per cent of the clientele, 
while the Employees’ Compensation 
Commission constitutes about one-fifth 
of the total of the Service beneficiaries. 

Because of the exceptional facilities 
offered in the hospitals of the Public 
Health Service for the study of syphi- 
lis and gonorrhea, important investiga- 
tions were undertaken, at the marine 
hospital at New York, of more effec- 
tive methods of prevention and treat- 
ment. Over a period of many years 
about 20 per cent of all patients treated 
by the Service were ill as the result of 
venereal diseases. In 1926, however, 
this percentage was slightly lower, the 
rate being 17. 

As evidence of the extent of anti- 
venereal disease work during the nine 
years since the Division of Venereal 
Diseases was established, 3,105,952 
cases of venereal diseases have been 
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reported by the State boards of health, 
nearly 800 venereal disease clinics have 
been established by various agencies at 
which 1,023,326 patients have received 
16,330,994 treatments, 62,595 lectures 
have been delivered to a total of 8,530,- 
000 persons, and 34,676,512 pieces of 
educational literature have been dis- 
tributed. 

The investigations of public health 
problems continued during the year. 
The investigations of stream pollution 
have been of great practical benefit in 
determining the limitations of natural 
and artificial purification of polluted 
water. The malaria studies have dem- 
onstrated the possibility of airplane 
control of mosquitoes in otherwise in- 
accessible areas by spreading larvicidal 
dust. Various inquiries were made in 
the study of health problems in indus- 
try. Other public health problems in- 
vestigated include child health, posture 
studies, the advantage of exercise ti 
health, and industrial morbidity. 

In investigations of the diseases of 
man, an extremely important function 
of the Public Health Service, studies 
have continued on pellagra, the timels 
results of which have had a valuable 
application in the flood area, and on 
tularaemia, tuberculosis, Malta fever, 
typhus fever, trachoma, pneumonia, 
encephalitis lethargica, Rocky Moun- 
tain spotted fever, syphilis, goiter, in- 
fluenza, and leprosy. 

Further studies on narcotic drug ad- 
diction indicate a reduction in the num- 
ber of habitues, and confirm the opin- 
ion previously arrived at that addiction 
is, in general, a symptom of neuro- 
psychopathic make-up. 

In a survey of salt-marsh mosquitoes 
conducted in cooperation with the 
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Bureau of Entomology, it was found 
that although there are nearly 6,000,- 
000 acres of salt-marsh along the At- 
lantic and Gulf Coasts, the acreage re- 
quiring mosquito control can be ex- 
pressed in tens of thousands. 


It has been the long-standing policy 
of the Public Health Service to co- 
operate with official and _ unofficial 
bodies for the advancement of the pub- 
lic health. Some of the work is speci- 
fically required by law; the remainder 
is sanctioned by efficient health admin- 
istration. ‘The volume of cooperative 
work conducted during the fiscal year 
was extensive, and included practically 
all the departments and some indepen- 
dent establishments of the Govern- 


ment. 


In the field of international develop- 
ments, the year was marked by two 
important international official confer- 
ences for the improvement of existing 
treaties or conventions regulating mari- 
time procedures. The representatives 
of 60 Governments, including the 
United States, met during the year at 
Paris to revise the International Sani- 
tary Convention of Paris (1903, 1912), 
which was necessitated by recent ad- 
vances in medical science. A confer- 
ence of the directors of health of Pan 
American Governments was held in 
Washington, under the chairmanship 
of the Surgeon General as director of 
the Pan American Sanitary Bureau, 
during which constructive progress 
Was made in matters pertaining to Pan 
American public health and sanitation. 
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Among the recommendations made 
by the Surgeon General in his annual 
report, he commends a bill introduced 
in the last Congress for the coordina- 
tion of public health activities of the 
Government, which provides for a 
grant of authority to the President to 
transfer to the Public Health Service 
(other than 
those in the War and Navy Depart- 


any executive agency 


ments and those in the Veterans 
Bureau) when such transfer is deem- 
ed to promote greater efficiency in the 
conduct of public health work. The 
bill also provides for details of officers 
of the Public Health Service to other 
executive agencies, upon request of the 
heads of departments or independent 
establishments ; for the extension of re- 
search through close cooperation with 
educational and research institutions by 
an enlarged hygienic laboratory; and 
for the coordination of research of 
public-health officials and _ scientific 
workers. Provisions were also con- 
tained for unification of terms of ap- 
pointment of personnel, with compen- 
sation and tenure assured to scientific 
and professional workers adequate to 
attract to the service, men and women 
of proved qualifications; and for the 
enlargement of the present advisory 
board for the hygienic laboratory into 
a national advisory health council. The 
Surgeon General believes that such a 
coordination of public health activities 
would tend to eliminate duplication of 
effort in administration, research, and 
educational measures, and would prove 
a decisively forward step in public 
health in the United States. 











Hypertension of the Pulmonary Circulation. 
Its Causes, Dynamics and Relation to 
Other Circulatory States. By Et Mos- 
cHow1tz (Amer. Jour. of Med. Sc., Sept. 
1927, p. 388). 

Hypertension of the lesser circulation is 
common. It passes generally under the 
name of “pulmonary congestion,’ “right- 
sided insufficiency,” or arteriosclerosis of the 
pulmonary vessels.” It is caused by any 
lesion that increases the peripheral resistance 
within the lesser circulation. The most com- 
mon causes are mitral disease, especially 
mitral stenosis, emphysema, whether primary 
(senile) or secondary (asthmatic), infiltrat- 
ing lesions of the lung (chronic tuberculosis 
with induration, bilateral pleural synechiae, 
chronic interstitial pneumonia, tumors), 
kyphoscoliosis, patent ductus arteriosus and 
communications between the two sides of 
the heart. A sustained hypertension of the 
lesser circulation leads to arteriosclerosis 
of the pulmonary vessels. A “primary” 
sclerosis of the pulmonary vessels, if it exists 
at all, is extremely rare. There is an inter- 
dependence in the incidence of arteriosclerosis 
of the greater and lesser circulations. The 
compensatory dynamics following hyperten- 
sion in the lesser circulation are described. 
The physical signs of hypertension in the 
lesser circulation are those brought about 
by the compensatory mechanism. In the 
main these are: Increased venous pressure, 
accentuation of the second pulmonic sound, 
dilatation and hypertrophy of the right heart, 
dilatation of the pulmonary conus, cyanosis, 
dilatation of the superficial veins (especially 
pectoral), enlargement and _ tenderness of 
liver, lowered kidney function and infarction 
of the lungs. It is the hypertension and 
not the arteriosclerosis that is responsible 
for this clinical syndrome. As in the 
greater circulation, it is the disturbed func- 
tion and not the anatomic sequence that 





Abstracts 


356 


is at fault. A transient (usually) termina! 
hypertension of the lessor circulation arises 
under a number of other conditions. In 
general vascular hypertension, hyperten- 
sion of the lesser circulation may follow 
mitralization, when myocardial insufficiency 
sets in and when there is an associated em- 
physema. This explains, in part, the diffe: 
ence between the pale and the cyanoti 
hypertensive. In left coronary artery 
disease hypertension of the lesser circulation 
arises only after myocardial insufficiency 
sets in. The so-called “Ayerza’s disease” 
is not a disease, but a syndrome developing 
from any lesion that causes hypertension 
and consequent arteriosclerosis of the lesser 
circulation. The constant relation of 
syphilis to this disease is not proven. Edema 
of the lungs may either follow or cause 
hypertension of the lesser circulation. 
Changes in cardiac rhythm cause hyperten- 
sion of the lesser circulation only when 
myocardial insufficiency arises. There is a 
likelihood that cirrhosis of the liver asso- 
ciated with cardiac disease is the result of 
the increased venous tension within the he- 
patic area and of an hepatic arteriocapillary 
fibrosis. Hypertension of the lesser cir- 
culation may be the mechanism of the hith- 
erto unsatisfactorily explained cyanosis 
congential heart disease. 


An Experimental Study of Diathermy, IV. 
Evidence for the Penetration of High Fre- 
quency Currents Through the Living 
Body. By Ronatp V. CHRISTIE AND 
Car, A. L. Brncer (Four. of Exper. 
Med., November 1, 1927.) 

In this fourth paper on an experimental 
study of diathermy the principles governing 
the passage of high frequency currents 
through various conductors are discussed 
and exemplified in the experiments done on 
both non-living and living bodies. It 's 
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shown that the current takes the path of 


least electrical resistance rather than the 


shortest path, and the maximal heating oc- 
curs at the point of greatest concentration 
of the lines of the current flow. In a 
homogeneous medium with parallel elec- 
trodes maximal heat production occurs in 
those portions of the medium adjoining the 
electrodes and the heat gradient is from 
without inward. Under these circumstances 
maximal heating never occurs at the center. 
In discussing the localization not only the 
electrical resistance and current concentra- 
tion, but also the cooling effect must be 
considered. In experiments on the dog’s 
cavader no evidence of the so-called “skin 
effect” could be demonstrated. This is in 
coutradistinction to the findings of Bertman 
and Crohn, but the discrepancy is explained 
on the ground of a technical error in their 
work. The finding of no “skin effect” is in 
harmony with the conclusions of Donne and 
Tredell, based on both experimental and 
theoretical considerations. As the result of 
experiments on the anesthetized dog, the 
conclusions drawn were: Ist. The heat 
gradient of the body is reversed during dia- 
thermy and heating occurs from without 
inward. 2nd. Deep heating during dia- 
thermy is greater than that which results 
from the application of local heat to the 
skin. 3rd. The lung can be heated by 
diathermy in spite of simultaneous cooling 
of the chest wall. The authors regard their 
experiments as giving satisfactory evidence 
of the passing of the current through the 
interior of the body. 


Degenerative Changes in the Germinal 
Epithelium in Acute Alcoholism and their 
Possible Relationship to Blastophthoria. 
sy Cart VERNON WELLER (Trans. of the 
Assoc. of Amer. Physicians, Vol. xlii, p. 
277, 1927). 

studied the 

changes occurring in the testes of nine cases 


Weller has pathological 
of acute alcoholic intoxication, all of them 
being coroner’s cases in which death occur- 
red during, or immediately after severe alco- 
holic intoxication. One of these, in a boy of 
17 years, was a first experience; the others 


were probably an exacerbation of a more or 
less chronic or intermittent alcoholism. In all 
of these cases the germinal epithelium show- 
ed marked parenchymatous degeneration, 
leading when sufficiently marked to total as- 
permatogenesis, the various orders of ma- 
turing cells disappearing in an inverse order 
to that of their production and the basal 
layer of cells alone remaining to afford 
the possibility of regeneration if the indi- 
vidual survives. In the testes showing less 
marked degeneration there is an apparent 
increase in spermatocytes and spermatids, 
with very few tailed spermatozoa, as if there 
had been an inhibition in the final steps of 
spermatogenesis. With somewhat more 
marked changes the germinal epithelium be- 
comes thinner than normal, perhaps only 
two to four cells thick. At this stage there 
are but few spermatids, and the spermato- 
gonia and spermatocytes take on a marked 
degree of vacuolation, which may have a 
zonal distribution in the tubal epithelium, 
the spermatids next to the lumen escaping. 
A typical cell division forms, teratocytes are 
numerous, appearing as mutinucleate masses 
near the lumen, apparently spermatids which 
have accomplished nuclear division only, and 
giant nuclear forms which are found espe- 
cially in the deepest layer of the germinal 
epithelium next to the basement membrane. 
Finally the epithelium becomes reduced to 
one or two rows only, and no evidence of 
spermatogenesis is present. That portion of 
the germ plasm which is in process of matur- 
ation is especially susceptible. The survival 
of the, as yet, undifferentiated primary 
germinal epithelium makes possible the re- 
storation of spermatogenic function follow- 
ing nonlethal intoxication. The changes 
found are in no sense specific for alcoholic 
intoxication, precisely similar ones are found 
clinically in a great variety of conditions, 
particularly in epidemic pneumonia, and 
they can be duplicated in animals in experi- 
mental lead poisoning. There is no proof 
that alcohol acts directly upon the testis; 
while this seems probable the primary 
changes may be elsewhere. Such blastotoxic 
conditions, particularly the alcoholic be- 


cause of its frequency, become of great bio- 
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logic and clinical importance. The testicu- 
lar changes found are in excess of those 
which it is necessary to produce experi- 
mentally in order to demonstrate a deleter- 
ious blastophthoric effect by breeding ex- 
periments. It is certain that in the earlier 
stages spermatozoa capable of giving rise to 
defective off-spring must be set free. It 
follows that procreation during a period of 
intoxication entails a definite hazard as to the 
quality of the off-spring which may result. 
It has been shown that this applies to lead 
poisoning as well as to alcoholism, pneu- 
monia, typhoid certain dietary de- 
ficiency diseases, exposure to certain forms 
of radiant energy, etc., a list which is being 
constantly increased. Thus this conception 
of the liability of the germ plasm is capable 
of extensive practical eugenic application 


fever, 


Antirachitic Value of the Sun’s Rays 
Through Various Special Window Glasses. 
By FreperickK F. TInspALE AND ALAN 
Brown (Amer. Jour. of Diseases of Chil- 
dren, November, 1927, Vol. xxxiv, p. 742). 
This research 

grant from the Department of Health of 

the Province of Ontario. Three glasses: 

I. Vitaglass, manufactured in England, 

2. Vioray glass, 3. Corning Special glass, 

which have been claimed will transmit the 

sunshine were expe- 
with animals placed 
on a rachitogenic diet (McCollum’s). As 

a result of their experiments these investi- 

gators concluded that the antirachitic effect 

of the (including skyshine) 
through Vitaglass, Vioray glass and Corning 
to 50 per cent of 
without the 


was carried out under a 


rays of 
out 


antirachitic 


rimentally tested 


sun’s_ rays 
special glass is from 25 
the antirachitic effect obtained 
Obvious differences could not 
three 


use of glass. 
be detected in the efficiency of the 
glasses. No antirachitic effect, or at most 
a negligible one, is produced by the sun’s 
rays through ordinary glass. The antirach- 
itic effect of skyshine through an ordinary 
window glazed with Vioray glass is slight— 
in fact almost negligible except immediately 
adjacent to the Similar results 
were obtained with rays through an open 
window covered with ordinary fly screen. 


window. 
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In order to obtain much benefit from rays 
window 


through an window, or a 
glazed with special glass, it is necessary to 
receive the direct rays of the sun. The use 


of special glass during the winter months 


open 


is probable of little value. Its use is justi- 
fied in the latitude of Toronto from about 
the first of March on, as the 
spring weather prohibits the exposure of 
patient to the sun’s rays which at that time 


inclement 


have a great antirachitic effect. 


The Incidence of Scarlet Fever Streptococ- 
Throats of Diphtheria Patients 
Ruoaps (Jour. of Infec- 


ci in 
3y Paut S. 
tious Diseases, November 5, 1927, p. 377). 
In spite of the most rigid precautions 
against cross infections scarlet fever some- 
times develops in patients admitted to diph- 
theria wards. Mallory 
Pearce in a study of 220 deaths from diph 
theria found scarlet fever 34 times. It has 
long been known that streptococci could be 
from the complicating lesions of 


Councilman, and 


cultured 
diphtheria more often than any other mic- 
ro-organism. Until methods of recog- 
nizing the scarlatinal streptococci have been 
worked out, it was impossible to know how 
were due to 
in the 


many of the complications 

scarlatinal infection. Interest 
lem was stimulated by the observation that 
occasionally a diphtheria patient who reacted 
positively to the Dick test on admission, be- 


prob- 


came negative before leaving the hospital 
without developing a recognized rash. At 
times such patients have desquamated. The 
question naturally arises whether or not 
these may have been diphtheria patietts or 
diphtheria carriers who were at the sam 
time suffering from throat infections due 
to scarlet fever streptococci, but without a 
that it 


it 


rash, or having a rash so transient 
was not That scarlatinal throat 
infection may occur without eruption has 
long been suspected by clinicians. Dick and 
Dick experimentally in 1921 that 
such infections do occur. In 1925, William: 
using the toxin neutralization method describ- 
ed by Dick and Dick identified 42.8 per cent 
of hemolytic streptococci from excised tonsils 


observed. 


showed 


as well as one strain from the sputum o! a 
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patient with bronchitis and one from an 
osteomyelitis lesion as scarlatinal strains. 
Stevens and Dochez using the same method 
found 5 scarlatinal strains in the 17 hemo- 
lytic streptococci tested. These strains came 
from the throats of nurses with acute 
pharyngitis during an outbreak of scarlet 
fever in the nursing group. With agglu- 
tination and agglutinin absorption methods 
their percentage of scarlatinal strains was 
slightly higher. Nicholls studied 21 strains 
from sources other than scarlet fever pa- 
tients, most of them from patients with 
tonsillitis, pharyngitis or sinusitis. Using 
the toxin neutralization method ten of these 
were identified as_ scarlatinal strains. 
Rhoads’ study was that of the incidence ot 
hemolytic streptococci in the throats or noses 
of 100 patients admitted with a diagnosis of 
diphtheria to Chicago hospitals for contag- 
ious disease, and then to determine which of 
the hemolytic strains were scarlatinal or 
non-scarlatinal by the toxin neutralization 
method. As a result of this study hemolytic 
streptococci were cultured from the throais 


or noses of 29 of a series of 100 patients 


who were admitted with the diagnosis of 
diphtheria to hospitals for contagious disease 
in Chicago. Sixteen or 55.2 percent of these 
strains of hemolytic streptococci were identi- 
fied as scarlet fever streptococci by the toxin 
neutralization method. The strength of the 
scarlatinal toxin produced by these strains 
varied from 100 to 10,000 skin test doses 
per cc. It was less than 2,000 skin test 
doses per cc. in 14 of the 16 strains. Thir- 
teen, or 44.8 per cent, of the strains of 
hemolytic streptococci isolated did not pro- 
duce any demonstrable scarlet fever toxin. 
It is possible, therefore, that infection with 
scarlet fever streptococci of comparatively 
low toxin production may account for the 
development of a negative Dick test during 
the course of acute infections diagnosed 
clinically or culturally as diphtheria. It is 
possible that some of the cases reported 
were scarlet fever occurring in diphtheria 
carriers and diagnosed diphtheria because 
of positive cultures. The results reported 
indicate the advisability of individual isola- 
tion to present cross infection with hemo- 


lytic streptococci in diphtheria wards 








The Methods of Clinical Diagnosis. By 
ALEXANDER GEORGE GIBSON, M.D., 
F.R.C.P., ann WILLIAM ‘TRECONWELL 
CoiurerR, M.D., M.R.C.P., 308 pages, 4 
plates. Longmans, Green & Co., New 
York, 1927. Price in cloth, $5.00. 

The object of this book is to supply the 
student with a short practical guide to the 
fundamentals of disease. The aim of the 
book throughout is to give a knowlege of 
the technique of examination, what to look 
for and how to look for it. The student 
is asked to recognize the importance of a 
routine examination of the patient from 
top to toe. More errors are due to the 
omission of some part of the examination 
than to misinterpretation of the signs dis- 
covered, and although in the stress of prac- 
tice some part of an examination may have 
to be discarded, it can never be discarded 
safely. From this point of view the book 
has been divided into two sections, the ex- 
amination of regions and the examination 
of systems, so that a general review of the 
whole body should be carried out before 
attention is concentrated on the system be- 
lieved to be primarily affected. The authors 
have also endeavored to emphasize the im- 
portance of the simpler methods of examin- 
ation. Percussion and auscultation should 
always follow not precede inspection; in- 
strumental and laboratory methods should 
always come last. For this reason they 
have added to each system an outline of 
symptoms, since in many cases more is to 
be learned from the history than from phy- 
sical examination. An attempt is made to 
teach the student the habit of making in- 
ferences from what he sees, and therefore 
of making provisional diagnoses as he goes 
along, which may be dealt with when all 
the evidence of the examination is available. 
If the student studies the methods by which 
the most skilled of his teachers arrive at a 
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diagnosis he will be struck by the stress laid 
on certain parts of the examination and the 
slight attention paid to others. This art of 
knowing what to omit is the result of pro- 
longed experience, and a conscious or un- 
conscious judgment in what is important 
and what is trivial. This may appear to be 
an intuitive gift, but it cannot be developed 
apart from practice. The student is advised 
to read first the examination of Regions; 
the chapters dealing with Systems should 
be read in conjunction with actual cases. 
The consideration of Chapters I and II 
may be left until the technique has been 
mastered. In dealing with clinical pathol- 
ogy the aim has been to give one reliable 
method rather than a choice, and to restrict 
all methods to those that can be done by 
the student or practitioner himself without 
access to a well-equipped laboratory. There 
are seventeen chapters, the first four dealing 
with an elementary introduction concerning 
aims of diagnosis and nature of disease, the 
general methods of diagnosis, general fea- 
tures of the patient and the examination of 
regions; the remaining chapters deal with 
the various systems. This is a very good 
manual for the student who is taking his 
course in physical diagnosis; it will also be 
a great aid to him during his interneship, 
and will aid the general practitioner by re- 
freshing his mind in regard to matters of 
technique and conditions that should be 


looked for. 


The Normal Diet. A Simple Statement of 
the Fundamental Principles of Diet for 
the Mutual Use of Physicians and Pa- 
tients. By W. D. Sansun, M.S., M.D., 
F.A.C.P., Director of the Potter Metabolic 
Clinic, Department of Metabolism, Santa 
Barbara Cottage Hospital, Santa Barbara, 
California. Second edition. 136 pages. 
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souri. 


Mosby Company, St. Louis, Mis- 
Price in cloth, $1.50. 

The author has for many years given the 
subject matter of this book in lecture form 
to patients suffering from the various nutri- 
Since diet errors are very 
undoubtedly 
ailments, as 


tional disorders. 
common, and such errors are 
responsible for many minor 
well as for some of the more serious ones, 
he believes that a simple statement of the 
fundamental principles underlying the 
lection of a normal diet may fill a definite 
need. Normal diet menus are given as well 
as special menus to illustrate how such diets 
may be built without violating any of the 
fundamental principles. Chapter II treats 
of the bulk requirements of the body, Chap- 
ter III of type of 
Chapter IV of the acetone type of acidosis, 
Chapter V of the caloric requirements of 
the body, VI of the protein requirements, 
VII of the mineral, VIII of the vitamine and 
IX of the water requirements. This little 
volume is devoid of fads, and the material 


se- 


the acid-ash acidosis, 


given is consistent with our scientific know]l- 
edge of the subject. It is simply and clearly 
written, and is a book for the 
household as well as for the hospital diet 
kitchen. 


of value 


The Diabetic Life. Its Control by Diet 
A Concise Practical Manual 
for Practitioners and Patients. By R. D. 
LAWRENCE, M.A., M.D., M.R.C.P., (Lon- 
don) ; Chemical Pathologist and Lecturer 


and Insulin. 


in Chemical Pathology, King’s College 
Hospital. Third edition. 185 pages, 11 
illustrations. P. Blakiston’s Son and 
Company, Philadelphia, 1927. Price in 
cloth, $2.50. 

A third edition of this work has been 


called for within a year of the appearance 
of the second. During this time there have 
been no revolutionary ideas promulgated 
concerning insulin or the treatment of dia- 
betes. New practical details have, however, 
been incorporated in this edition as the re- 
sult of increased experience, and a full ex- 
planation of the mode of insulin action and 
the ketone ratio have been added. The ob- 


ject of the book is to bring the modern 


361 


treatment of diabetes by diet and insulin 
within the scope of the general practitioner 
and the understanding of the patient, whose 
intelligent cooperation is necessary for the 
best results. Sufficient knowledge has ac- 
cumlated to make it possible to lay down 
simple rules of treatment without being too 
By means of a simple yet varied 
diet 
diet—the busiest practitioner is enabled to 


dogmatic. 


and accurate scheme—the Line-ration 


accurate treatment without any elab- 


orate food-stuffs. 
It is a book for both patient and doctor. The 


Start 


calculation of diets and 


discussion of the theoretical basis of treat- 
ment has been made as short as possible, 
and the routine treatment has been dealt 
with in full practical detail. The book is, 
of course, written from the standpoint of 
insulin chiefly. It is, however, sufficiently 
comprehensive, is well written, and one of 
best of written 
upon the 


special manuals 


It may be highly recom- 


the the 
subj ect. 


mended 


By Henry H. Haz- 
Dermat- 


Diseases of the Skin. 
EN, A.M., M.D., 
ology in the Medical Department of Har- 

Sometime Assistant in 


Professor of 


vard University; 
Dermatology in the Johns Hopkins Uni- 
the American Der- 
matology Association. Third edition. 572 
pages, 248 illustrations including two color 
C. V. Mosby Company, St. Louis, 
Price in cloth, $10.00 


versity; Member of 


plates. 
1927. 
The first edition of this book appeared in 
the second in This, the third 


IQ15, 1922. 


edition, contains a number of _ radical 


changes. Diseases have been classified more 
accurately according to their etiology. In 
with modern beliefs the word 


The subject 


accordance 


“Eczema” has been omitted. 


of Anaphylactic Dermatitis has received 


considerable mention. The use of X-rays, 


radium, unipolar and bipolar fulguration 


and the Alpine lamp has been carefully re- 
vised. The bibliography has been omitted, 
but a number of new illustrations have been 
included; the great majority of the photo- 
taken 


the author’s 


Gilchrist. A 


either in 
Dr. 


graphs were 


clinic or in that of 


own 
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very large proportion of these illustrate skin 


diseases in the negro. The paucity of photo- 
micrographic illustrations is notable. Many 
of the gross photographs are not very well 
produced, and from the standpoint of il- 
lustration this work is much inferior to 
other recent publications on Dermatologic 
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affections. The text-material is also much 
reduced; some subjects are _ insufficiently 
treated. Syphilis is discussed from the der- 


matologic standpoint. The most individual 
thing about this book is that it offers an 
unusual amount of material concerning der- 


matologic conditions in the negro. 
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THE JAMES M. ANDERS TESTIMONIAL DINNER 


CELEBRATING His FirrretH ANNIVERSARY IN THE PRACTICE OF MEDICINE 


A testimonial dinner was given Dr. James 
M. Anders Philadelphia on 
29 in honor of his fiftieth anniversary in 
Dr. Josiah H. 
the 


of November 
the practice of medicine. 
President and 
University of Pennsylvania, presided at 


Penniman, Provost of 
the 
dinner, which was attended by a large num- 
ber of prominent members of the medical 
Dr. John B. Deaver, 


1 


and legal professions. 


on behalf of those present, presented a life- 
size bust of Dr. Anders to the doctor. 
Dr. Anders has the distinction of being 


the only individual on whom has ever been 
conferred Mastership in the American Col- 
Physicians. As 


1922-23, 


. 


lege of President of The 


College during and a member of 
the Board of Regents for three years, he 
rendered most valuable service in determin- 
ing many of the present policies and prin- 
ciples of the organization. 


He 


in civic and welfare work. 


is an author and has long been active 
From 1882 to 
1916 he was professor of medicine and clin- 
ical medicine in the Medico-Chirurgical Col- 
lege of Philadelphia, and thereafter profes- 
sor of medicine in the Graduate School of 
Medicine of the University of Pennsylvania. 
He is now a member of the Board of Man- 
agers of the Medico-Chirurgical and Poly- 
clinic Hospitals, and a director of the Health 
Council and Tuberculosis Committee. 

Dr. Anders is an ex-president of the Phil- 
Medical 
of the Pennsylvania State Medical Associa- 


adelphia County Society, member 


tion, fellow of the American Medical As- 
sociation, ex-president of the American Clin- 
latological and Clinical Association, ex- 
President of the American Society of Tropi- 


cal Medicine, ex-president of the American 
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and a 


of the 
Alpha Mu Pi Omega medical fraternity. 


Therapeutic Society member 


Dr 


ruary 21, 


William R. Bathurst (Fellow, Feb- 
1924), of Little Rock, Ark., is the 
the 


Dr. Bathurst is a der- 


newly elected President of Southern 
Medical Association. 
himself 
He 
is professor of dermatology at the Univer- 
sity of Arkansas School of Medicine and a 
the staffs of St. Vincent’s In- 
the General Hospital and the Mis- 


Pacific Hospital. 


matologist who has distinguished 


not only in his own state but elsewhere. 


member of 
hirmary, 
souri In addition, he is 
editor of the Journal of the Arkansas Medi- 
cal Society. 


ry 
A ie 


Medical 
hold its Annual Meeting for 1923 at Ashe- 
ville, N. C 


Southern Association will 


OBITUARY 
Robert L. 


of apoplexy 


Dr. 


stre ke 


Crum died following a 
the 26th of October 
Born in 1881, 


St. 


on 
at his home in Los Angeles. 
he received his medical education at 

He member of 
the Hollywood Country Club, the University 
Club and of the Los Angeles County, Cali- 
fornia State and the American Medical As- 


sociation. 


Louis University was a 


Since February 1920 he has been 
an Associate of the College. He was on the 
Staff of St. Vincent’s and the Los Angeles 
Hospitals. He was a Captain in 
the Medical Corps during the World War. 
He was a thirty-second degree Mason and a 
Shriner. 


General 


The members of the American College of 


Physicians and his many professional 


friends mourn the passing of a good phy- 
sician. 
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PRELIMINARY PROGRAMME 
FOR NEW ORLEANS MEETING 


Preliminary program of the American 
College of Physicians for the meeting in 
New Orleans next spring, beginning March 
5. The meeting will start on Monday, at 
10 A. M. with the usual address of welcome 
from the Mayor of New Orleans; the 
President of Tulane, Dr. Dinwiddie; The 
President of the Orleans Parish Medical 
Society and Dr. C. C. Bass, Dean of the 
School of Medicine of Tulane University of 
Dr. Frank Smithies will give a 
The pro- 


Louisiana. 
reply to the address of welcome. 
gram will be continued as follows: 

1. Dr. Julius Bauer, Vienna, Austria. 
(Title to be announced). 

2. Dr. David P. Barr, “Multiple Myel- 
oma.” 

3. Dr. L. G. Rowntree and Dr. George E. 
Brown, “Studies in Blood Volume with the 
Dye Method.” 

4. Dr. Joseph Sailer. 
nounced. 

5. Dr. Frank R. Menne, “The Effect of 
Iodine on the Histopathology of the Thy- 
roid Gland in the Instance of Hyperthyroid- 


2 ” 
ism. 


Title to be an- 


EveNING SEssIon, Monpay, 7:45 
1. Dr. Maud Slye, “Cancer and Heredity.” 


2. Dr. J. L. Goforth, “Natural and Ac- 
quired Body Resistance to Neoplasia.” 


TurspAy Morninc, Marcu 6—10 o’CLocK 

1. Dr. Charles T. Stone, “The Occur- 
rence of Severe Anemia in Myxedema.” 

2. Dr. W. W. Duke, “Diagnosis and 
Treatment of the Anemias.” 

3. Dr. Hilding Berglund, “Liver Diet in 
Pernicious Anemia.” 

4. Dr. C. C. Sturgis, Dr. Raphael Isaacs 
and Dr. Millard Smith: “Treatment of Per- 
nicious Anemia with Liver Fraction.” 


Symposium on Tuberculosis. 


5. Dr. Charles L. Minor. 
nounced. 


Title to be an- 
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6. Dr. F. M. Pottenger, “The Cause of 
the Varied Clinical Manifestations in Pul- 
monary Tuberculosis.” 

7. Dr. Gerald Webb. 
nounced. 

8. Dr. Robert S. 
Tuberculosis.” 

9. Dr. John W. Flinn, “A Study of the 
Differential Blood Count in One Thousand 
Cases of Active Pulmonary Tuberculosis.” 


Title to be an- 


3erghoff, ‘‘Intestinal 


EVENING SESSION—7:45 o’CLOCK 
1. Dr. James S. McLester. Title to be 
announced. 
2. Dr. Allen K. Krause, “The Patho- 


genesis of Tuberculosis.” 
3. Dr. T. Z. Cason, “Some Unfinished 
Research Problems of the South.” 


WEDNESDAY MorNING, Marcu 7— 
10 o’CLockK 
1. Dr. L. F. Bishop, “The Practice « 
Cardiology.” 

2. Dr. Morris H. Kahn, “Heart Strain 
and its Consequences.” 

3. Dr. J. P. Anderson, “Discussion of the 
Diagnosis of Coronary Occlusion with 
Special Reference to Its Simulation of Acute 
Abdominal or Other Surgical Conditions, 
with Illustrative Cases.” 

Symposiun on Epilepsy 

4. Dr. H. Rawle Geyelin, “The Relation 
of Chemical Influences, Including Diet and 
Endocrine Disturbances, to Epilepsy.” 

5. Dr. E. Bates Block, “The Relation oi 
Organic Brain Disease to Epilepsy.” 

6. Dr. T. H. Weisenburg, “The Relatio: 
of Extra-cranial Disease to Epilepsy.” 

7. Dr. Tom Throckmorton. Title to b 
announced. 


EVENING SESSION—7:45 0’CLOCK 
Symposium on Infectious Diseases. 
1. Dr. C. E. Birkhaug, “Erysipelas.” 
2. Dr. A. R. Dochez, “Scarlet Fever. 
3. Dr. Jean V. Cooke, Specific Prophyl- 
actic Measures in Varicella and Measles.’ 


4. Dr. J. C. Small, “Rheumatic Fever.” 
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THURSDAY MorNING, Marcu 8—10 0’CLocK 

1. Dr. C. Saul Danzer, “The Patho- 
genesis and Treatment of Dyspnoea in the 
Light of Recent Experiments.” 

2. Dr. T. G. Schnabel, “A High Fat Diet 
in the Treatment of Migraine.” 

3. Dr. Henry Wald Bettmann, “Chronic 
Appendicitis from the View Point of an In- 
ternist.” 

Symposium on Diabetes. 

4. Dr. Anthony Bassler, “Chronic Pan- 
creatic Disorders, Diabetic and Non-dia- 
betic.” 

5. Dr. Frederick M. Allen, “Present Re- 
sults and Outlook of Jealetic Treatment.” 

6. Dr. A. A. Herold, “Diabetic Therapy, 
with Special Reference to the Newer Rem- 
edies.” 

7. Dr. W. H. Olmstead. “The Dietetic 
Management of the Diabetic in the Doctor's 
Office.” 


Fripay Morninc, Marcu 9—10 0’CLocK 
Symposium on Tropical Medicine. 
1. Colonel Roger Brooke. Title to be 
announced. 
2. Dr. Aldo Castellani. 
nounced. 
3. Dr. Wm. M. Jones, “The Early Le- 
sions of Intestinal Amebiasis.” 


Title to be an- 


4. Dr. Bailey K. Ashford, San Juan, 
Porto Rico. Title to be announced. 

5. Dr. Aristides Agramonte, Havana, 
Cuba. Title to be announced. 


Fripay Eventnc, MarcH 9—7:45 0’CLOCK 


1. Dr. Julius Bauer, Vienna, Austria. 


Convocation Address. 

The scientific program as given above 
will take about half of the time of the meet- 
ing. The remainder of the time will be oc- 
cupied by clinics. In a general way I will 
give you our plan of providing clinics. In 
the afternoon from 1:45 to 4:30, clinics will 
be held at the Charity Hospital of New Or- 
leans, Touro Infirmary, the Hutchinson Me- 
morial, the Richardson Memorial, Hotel 
Dieu, the Baptist Hospital, Mercy and 
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Presbyterian Hospitals. At the Charity 
Hospital and Touro Infirmary, the program 
will be changed in the middle of the week, so 
that two separate programs will be put on at 
these two hospitals. The same will apply 
to the program at the Hutchinson Memorial. 
Clinics will be given at the Charity Hospital 
by Dr. George Bel, Dr. J. B. Guthrie, Dr. 
Amadee Granger, Dr. A. E. Fossier, Dr. J. 
L. Lewis, Dr. Randolph Lyons, Dr. J. H. 
Musser, Dr. Robert Bernhard, Dr. W. A. 
Love, Dr. George R. Herrmann, Dr. Philip 
At the Charity Hospital, 
Vienna, will give a 


Jones, and others. 
Dr. Julius Bauer, of 
clinic on certain days. 

At the Infirmary, clinics will be 
given by Dr. L. R. DeBuys and his staff 
and by Dr. I. I. Lemann and his staff. Dr. 
DeBuys’ staff will limit themselves to dis- 
eases of children; Dr. Lemann and his staff 


Touro 


to internal medicine and to subjects related 
to internal medicine more or less closely, so 
that it is quite possible with the present plan 
to have a surgeon to discuss cases in which 
the internist and the surgeon come into close 
contact, such as thyroid cases, abdominal 
conditions and so on. 

At the Baptist Hospital, Dr. Oscar W. 
Bethea will run the program. 

At Hotel Dieu, Dr. S. Chaille Jamison, 
Dr. Maurice Couret, Dr. L. A. Fortier and 
others will give clinics. 

At the United States Marine Hospital, Dr. 
W. C. Rucker will be in charge of the pro- 
gram. There are always a large number of 
interesting tropical and unusual diseases at 
the Marine Hospital. 

At the Hutchinson Memorial, clinics and 
demonstrations will be given daily. Dr. Wm. 
M. James and Dr. J. J. Vallarino, of Pana- 
ma, will demonstrate their preparations and 
x-ray findings in amebiasis. Dr. J.C. Small, 
in addition to his scientific paper, will give in 
more detail than can be done at a large 
scientific meeting the particulars of the 
studies he has made in rheumatic fever. Dr. 
Robert S. Berghoff will give an afternoon 
demonstration on the diagnosis of chest dis- 
eases; Dr. T. J. Perkins, “Constitutional 
Type in Relation to Mental Disease;” Dr. 
Aldo Castellani, “Fungus Growth;” Dr. C. 
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C. Bass, “Malaria;” Dr. F. M. Johns; Dr. 
H. W. Butler, “A Slide Method for the 
Diagnosis of Syphilis ;” Dr. Roy H. Turner, 
“Intestinal Microbiology.” A clinical path- 
ological conference will be given one or two 
days. 

The program at the Richardson Memorial 
will be under the supervision of Dr. J. A. 
Lanford, who has invited Dr. C. W. Duval, 
Dr. Henry Laurens, Dr. Irving Hardesty and 
Dr. J. T. Halsey, Professors of Pathology, 
Physiology, Anatomy and Pharmacology, 
respectively, with their staffs, to demonstrate 
research problems that they are actively en- 
gaged in or which they recently completed. 


REDUCED FARES 
Twelfth Annual Clinical Session, New 
Orleans, La. 

The Executive Secretary advises that all 
railroads of the United States and of eastern 
Canada have granted reduced fares to our 
Clinical Session on the Certificate Plan of 
fare and half fare. Those who attend the 
Session will purchase going ticket at local 
railroad office and at the same time request 
a “Certificate.” This Certificate, when vali- 
dated by the proper officers at the registra- 
tion booth at New Orleans, will entitle at- 
tendant to purchase return ticket a_ half 
rate. 

These reduced rates apply not only to the 
attendant, but to dependent members of his 
family. 

Going tickets may be purchased from 
March 1 to 7, and the return ticket may be 
used up to March 13. For those who desire 
to remain in New Orleans longer, the re- 
turn ticket may be used until March 24, 
upon deposit of Certificate with W. H. How- 
ard, Special Agent located in the City Ticket 
Office of the Louisville and Nashville Rail- 
road, New Orleans, upon payment of fee of 
$1.00 per Certificate receipt at time of de- 
posit. 

SPECIAL TRAINS 


Twelfth Annual Clinical Session, New 


Orleans, La. 
The Southern Railway System, in con- 
junction with other railroads of the East, 
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have announced the “Eastern Physicians’ 
Special” train starting from Boston, March 
3d, passing through New York, Philadel- 
phia, Baltimore, Washington, to arrive at 
New Orleans, Monday morning, March Sth. 
They “Central States 
Special,” serving eastern Canada and east- 
ern Central States, with connections at Cin- 
“Eastern Physicians’ 


also announce the 


cinnati and joining the 
Special” at Chattanooga and continuing to 
New Orleans. 

Of especial interest is the arrangement for 
a special train leaving New Orleans after 
the Convocation on Friday night, March oth. 
Heretofore, it often became necessary for 
many who wished to attend the Convoca- 
tion to remain over night, because of no 
suitable train accommodations being avail- 
able after the Convocation Exercises. This 
special train has been arranged especially 
for the convenience of all members who at- 
tend the Convocation and wish to leave for 
the northeastern section of the cot iry im- 
mediately thereafter. Time-tables are avail- 
able in the Executive Secretary's office, and 
will be distributed to all members residing 
in the territories served by these special 
trains. 

The route traversed includes the Piedmont 
Section of Virginia, Blue Ridge Mountain 
Range, the valleys of the Holston and the 
Historical Chattanooga, 
Lake 


Tennessee Rivers, 
Industrial Birmingham 
Pontchartrain. 
Members residing in the territory served 
by these trains are requested to make use of 
them, inasmuch as their comfort and pleas- 
ure have been especially arranged for by 
having them travel together on these trains.” 


and across 


The Executive Offices have on hand a 
number of old YEAR BOOKS, 1923-24. 
While these have no present value from the 
standpoint of directory purposes (the new 
1927-28 Year Book was issued during the 
summer), they may be of interest and his- 
torical value to some of our members of 
more recent election. The Executive Sec- 
retary will gladly send a copy to any mem- 
ber upon receipt of 50c in stamps to cover 
cost of handling and mailing. 





